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Mutual Benefit Life’s Job: 


TRUE 
SECURITY. 


FOR THE PHYSICIAN 
AND HIS FAMILY 


As a physician you know the im- 
portance of taking proper measures 
now to protect your patients’ future. 
Similarly, Mutual Benefit Life is 
uniquely qualified to determine 
your present needs and to protect 
your future. More than a century 
of serving the medical profession 
has given us unusual insight into 
your particular requirements. 
That is why Mutual Benefit Life 
ean offer you TRUE SECURITY, 
with an insurance program person- 
ally fitted to you. It is especially 
flexible to fit your lifetime earning 
curve, which probably starts later, 
rises rapidly, declines sharply with- 
out the cushion of company benefits. 
Enjoy TRUE SECURITY with 
the fullest, finest protection in the 
entire life insurance field... now 
offered with the most liberal cover- 
age in Mutual Benefit Life’s 113- 
year history and at a new low cost. 


MUTUAL BENEFIT 


sor secunrry 


THE MUTUAL BENEFIT LIFE INSURANCE COMPANY. NEWARK. NEW JERSEY 
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NOW AVAILABLE FOR USE IN THE 
FOOT DOCTOR’S OFFICE 


THE WEHLER TOE TERMINUS INDICATOR 


The very inexpensive answer to a longfelt need of the 
professional foot specialist for a simple easy to use 
device that accurately indicates where the foot ter- 
minates within a shoe without the use of X-ray. It 
can be used for both feet of men, women, children. 


First, you determine 
the toe length in 
stocking feet. (The 
instrument is use- 
able for both right 
and left feet.) 


THE WEHLER TOE TERMINUS INDICATOR is being applied as part 
of the accurate shoe fitting techniques practiced in Foot-So-Port Shoe 
Stores, where it has been discovered that 7 out of ten persons (including 
professional men) who come in for the first time have been previously wear- 
ing their shoes too short. 


We are now able to make this device available to the doctor for use in his 
Address SALES RESEARCH AGENCY, 


own office at a nominal cost. 


Second, you put on 
the shoe and deter- 
mine the toe length 
as described in the 
instructions which 
are supplied with 
each device. 


MUSEBECK SHOE COMPANY, Oconomowoc, Wisconsin. 
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WHEN A “SPECIFIC FOUNDATION” SHOE IS INDICATED 
IN THE FOOT REHABILITATION OF YOUR PATIENT... 


IN MANY CASES OF SHOE THERAPY THE FOLLOWING SPECIFIC 
CONSTRUCTION FEATURES ARE PRESCRIBED TO SUPPLY 
THE BASIC FOUNDATION AS A MECHANICAL ADJUNCT... 


AS IN FOOT-SO-PORT SHOES FOR MEN—WOMEN—CHILDREN WITH ... 


STRONGEST 


STEEL SHANK 


RIGHT: Foot-So-Port Shoe 
construction is only possible 
because the lasts used in 
making Foot-So-Port Shoes 
are designed to do the best 
job possible in accommodat- 
ing the human foot. While 
it is true that no two feet 
are exactly the same, it is 
also true that all feet are 
curved, not flat, at many 
places. 


LEFT: The Large Steel 
Shank embedded in plastic 
wood which gives a non- 
collapsing support to the 
outer weight bearing arch. 
This is the area requiring 
the strongest support and 
the point at which shoes 
not so strongly constructed 
as Foot-So-Port have break- 
down failures and cannot 
hold up the wearer. 


RIGHT: Foot-So-Port 
Patented Heel Wedge fills 
in and rounds out the 
inside of the shoe to give 
more support at this vital 
spot and forms a cupped 
heel seat. 


AND HEEL WEDGE 


MEDIAL 
LONGITUDINAL 


CONTOURED LASTS 


This regular line of Foot-So- 
Port Shoes for men, women 
and children is available 
through any of the Foot-So- 
Port Shoe Stores or Agencies 
in various cities throughout 
the United States. Please 
consult your classified tele- 
phone directory for listing 
of nearest one, or write to 
address below. 


ASK TO SEE A CUT-AWAY SHOE VISUALIZING THE ABOVE FEATURES (AND MANY OTHERS) 
THROUGH ANY FOOT-SO-PORT SHOE STORE OR AGENCY—OR WRITE TO 


FOOT-SO-PORT SHOE CO.—Div. of MUSEBECK SHOE CO.— 


OCONOMOWOC—WISCONSIN 
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IF A BANDAGE 1S TOO MUCH BFL may be just right! 


Ideal first-aid dressing and surgical powder for minor 
abrasions; athlete’s foot; tired, burning feet 


B-F-I POWDER affords antibacterial protection—without caking or crust 
formation. The excellent clinging power of this finely subdivided powder 
provides effective covering against contact with air or friction with 
clothing. 

B-F-I POWDER is astringent to the degree necessary to promote contrac- 
tion of the skin and to reduce secretions. 

The drying, absorbent action of B-F-I POWDER helps keep weeping areas 
dry, yet through the action of the bismuth compounds, allays irritation. 


Use and recommend B-F-I POWDER for regular use by your patients. 
B-F-I promotes healing, absorbs and protects, but does not cake or irritate. 


m@)o MERCK SHARP & DOHME 


B-F-1 is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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there is hardly a 
condition in 
podiatry 


DESITIN 


OINTMENT 


will not enhance 
your professional skill 


e heloma and tyloma ¢ inflamed nail grooves ¢ ulcers 
e wounds sore joints scaling dermatitis chafing rawness 


DESITIN OINTMENT 


— soothing, protective, 
lubricant, pain-easing, 
healing — combines high 
grade Norwegian cod liver 
oil (with its unsaturated 
samples fatty acids and high po- - ane 


- tency vitamins A and D 
and reprint on request in proper ratio for maxi- 


mum efficacy), zinc oxide, 
talcum, petrolatum and 
D E Ss | T | N lanolin. Tubes of 1 o2z., 
2 oz., 4 oz., and 1 Ib. jars. 

CHEMICAL COMPANY 
812 Branch Ave., Providence 4, R. I. DESITIN POWDER 


tx 


scientifically balanced medic- 
inal powder, is saturated 
with high grade Norwegian 
cod liver oil, and therefore 
it will not deprive the skin 
of its natural fat. 
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for the foot sore... try 


TASHAN 


In the practice of podiatry, TasHan Cream belongs on the treatment table. 
TasHAN soothes, softens , . . stimulates healing in the following variety of 
foot conditions: burning, itching feet mdry skin, after hydrotherapy 
achroniceczema dry, chafed feet sm adhesive tape reactions 

= softening calluses, corns,“‘horny” heel soothing after electrodesiccation 
ashoe “rub” routine foot hygiene in diabetes indolent ulcers. 


TASHAN contains vitamins A, D, E, and d-panthenol in a non-sensitizing, ab- 
sorptive cream base. In addition, TasHaN is compatible with most types 
of other indicated medications including boric acid powder, zinc oxide, 
AsTEROL® Ointment, neomycin and hydrocortisone. For your patients’ feet 
—and for your hands, too—try TasHaN Cream. In 1-oz tubes and 1-lb jars. 
We will be pleased to send you a trial supply of TasHAN upon,receipt of 
your request. Write to Professional Service Dept., Roche Laboratories. 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc « Nutley « New Jersey 
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Foster-Milburn Company | 
Dewitt Street, 
Buffalo New York 


PODIATRY ASSOCIATION, Aucust, 1958 


All 


q 
environm 
SOAP IRRITATION WASTES SOUND DERMATOLOGIC THERAPY... RECOMMEND LOWILA 


STATE BOARD MEETINGS 
FOR EXAMINATION AND LICENSURE 


Alabama 
The Alabama Medical Board of Examiners. Board Secretary: Dr. Elizabeth P. Sealy, 34 South Perry 
Street, Montgomery, Ala. 


Arizona 
The Arizona State Board of Chiropody Examiners. Board Secretary: Dr. Julius Citron, 40 E. Thomas Rd., 
Phoenix, Arizona. 


Arkansas 

Arkansas State Chi wy # | ee Board. Board Secretary: Dr. Bernard S. Paul, 800 First National 
Bank Bidg., Fort Smith, 

California 

The California Board of Medical Examiners. Board Chairman: Dr. Abraham Hoffman, 2320 Sutter St., San 
Francisco, Calif. Executive Secretary: Mr. Wallace Thompson, Rm. 530, 1020 N St., Sacramento, Calif. 


Colorado 
— State Board of Chiropody Examiners. Board President: Dr. G. F. Helbig, 327 Logan St., Denver, 
‘olo. 


Connecticut 

The Connecticut Board of Examiners in Chiropody. Board Secretary: Dr. F. J. Ruggiero, 3 South Main 
Street, W. Hartford 7, Conn. 

Delaware 

The State Board of Chiropody Examiners of Delaware. Board Secretary: Dr. Bertram H. Blum, 112 So. 
State St., Dela. 

District of Columbia 

The Board of Podiatry Examiners of the District of Columbia. Board Secretary: Dr. Harry L. Hoffman, 
1740 Massachusetts Ave., N.W., Washington 6, D. C. 

Florida 

The Florida State Board of Chiropody Examiners. Board Secretary: Dr. Heywood A. Dowling, 203 Greenleaf 
Bidg., Jacksonville, Fla. 

Georgia 

the Georgia State Board of Podiatry Examiners. Board President: Dr. Charles W. Beasley, Jr., 1205 First 
National Bank Bidg.. Atlanta, Ga. 


Idaho 


The Idaho State Board of Ohiropody-Podiatry. Board Secretary: Dr. J. E. Franden, 412 Eastman Bidg., 
Boise, Idaho. 

Diinois 

The Illinois Chiropody Examining Committee. Superintendent Registration: Frederic B. Selcke, Dept. of 


gta and Education, Room 112, State House, Springfield. Tn 


The _— State Chiropody Board of Examiners. Boaird Secretary: Dr. C. C. Reinheiner, 214% First Ave. 
West, — Iowa. 


Kansa 


The Kansas State > of Podiat Examiners will meet for examination in January 1959. Board 
President: Ur. E. Krause, 1107 illiams St., Great Bend, Kansas, or Kansas Board of Podiatry 
Examiners, 872 aa Brotherhood Bidg., Kansas City, Kansas. Board Secretary: F. J. Nash, M.D., 864 


New Brotherhood Bidg., Kansas City, Kansas. 

Kentucky : 

The Kentucky State Board of Chiropody meets on the third Saturday and Sunday of June and the first 
Saturday and Sunday of December each year. The December meeting is for re-examination only. Board 
Secretary: Dr. Chester A. Nava, 728 Starks Bidg., Louisville, Ky. 


Maine 

The Maine Board of Examiners in Chiropody and Podiatry. Board Secretary: Adam P. Leighton, M.D., 142 
High St., Portland, Me. 

Maryland 

The Maryland Board of Chiropody Examiners. Board Secretary: Dr. Maurice E. Walsh, 11 Dundalk Avenue, 
Baltimore 22, Md. 


Massachusetts 
‘rhe next board meeting of the Board of Registration in Chiropody-Podiatry will be held for reciprocity, 
conditionally, and examination, June and December, at the State House, Boston, Mass. Board Secretary: 
Dr. Charles H. Thorner, 910 Furnace Brook Parkway, Quincy, Mass. 

Minnesota 

The Minnesota Board of Chiropody Examiners. Board Secretary: H. W. Leibald, D.S.C., 221 Hamm Bldg., 
St. Paul > Minn. 


Mississipp! 
=} Misaissippt State Board of Health, Board Secretary: Dr. Felix J. Underwood, Old Capitol, Jackson, 
iss. 


Missouri 
The Missouri State Board of nag will meet for reciprocity on Oct. 10, 1958, at the Statler Hotel 
in St. Louis, Mo. Board Secretary: L. A. Hansen, 800 Professional Bidg., Kansas City, Mo. 


Montana 

The next board meeting of the Montana Chiropody-Medical Board of Examiners will be held when the 
need arises for a or examination at the State Capitol, Helena, Mont. Board Secretary: Dr. L. M. 
Jennings, 411 First National Bank, Bozeman, Mont. 

Nebraska 

The Nebraska State Board of Examiners in Chiropody. Board Secretary: Herman F. Gartner, D.S.C., First 
Bank Bidg., Lincoln, Nebr. 


Nevada 
_ ae 8 State Chiropody Board. Board Secretary: Dr. William A. Edwards, 150 No. Arlington St., 
no, Nevad 


New Hampshire 

‘The New Hampshire pease of Registration in Chiropody. Board Secretary! M. Atkinson, M.D., 61 8. 
Spring St., Concord, N. 

New Mexico 

The New Mexico State Board of Chiropody. Board Secretary: Morris Haas, D.S.C., 121 Sycamore St., 
N. E., Albuquerque, N. M. 


New York 
The New York State Board of Podiatry Examiners. Board Secretary: Mr. James O. Hoyle, 23 S. Pearl St., 
Albany, New York. 


North Carolina 
The North Carolina State Board of Chiropody Examiners. Board Secre:ary Dr. Charles Darby, P. O. Box 
55, Statesville, N. C. 
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... a formulation specifically designed for mycotic nail 
infections now provides an entirely new approach to 
their control: 


®@ BY UNIQUE MULTIPLE ANTIMYCOTIC EFFECT ... a recently developed chem- 
ical entity, borotannic complex, provides: (1) directly fungicidal tanning 
action, (2) intermittent acid environment unfavorable to fungal growth 
and development, and (3) sweat inhibition within the area treated. 


@ BY SUPERIOR PENETRATION ... a new organic solvent vehicle assures anti- 
mycotic action in the deep keratin layers. 

FORMULA: each cc. contains 

Borotannic Complex (Derived from : Tannic Acid—46 mg. Boric Acid—29mg.). 75 mg. 
ADMINISTRATION: Apply twice daily or more often if necessary. 

SUPPLIED: In bottles of 30 cc. with brush in cap—on prescription only. 


.WYNLITY WYNLIT PHARMACEUTICALS, INC., MADISON, N. J. 
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contact 
dermatitis 


in this skin disorder 
and many more 


NEW Vioform=- 
| Hydrocortisone 
Cream 


anti-inflammatory 


antipruritic 
SUPPLIED: Vioform - Hydrocortisone Cream, 
containing iodochlorhydroxyquin U.S.P. 3% 
and hydrocortisone (free alcohol) U.S. P. 1% 
in a water-washabie base; tubes of 5 and 20 Gm. 

U.S.P.CIBA) 


me I B A Summit, N. | 


BUTLER'S CHIROPODY 
SUPPLY CO. 


Specialists in the Finest 
All Netienally Advertised Equipment 


SURGERY TABLES X-RAYS 
AUTOCLAVES CABINETS 
STERILIZERS CHAIRS AND 
ULTRASOUND STOOLS 
SINES & DIATHERMIES LAMPS 
WHIRLPOOLS DRILLS 
INSTRUMENTS SUPPLIES 
CHIROPODY 
SURGICAL 


Arch Appliances made to specific pre- 
scription and cast work 


Materials also stocked for making your 
own arch appliances. 


5641 York Bivd., Los Angeles, Calif. 
CLinten 5-3049 


1068 Market St., Sam Francisco 3, Calif. 
UN¢erhill 1-4551 


BUTLER'S 
“The House of Friendly Service" 
TERMS TO SUIT 


WRITE FOR PRICES AND DETAILS 
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STATE BOARD (Cont.) 


North Dakota 


The next board meeting of the North Dakota Board of 
Registration in Chiropody will be held for reciprocity and 
examination at call in 1958 at 303 Black Bidg., Fargo, 
N. Dak. Board Secretary: Dr. E. B. Snuff, 303 Black 
Bidg., Fargo. No. Dak. 


Oklahoma 
The Oklahoma State Board of Chiropody will meet for 
examination Sept. 20, 21, 1958, at 1217 No. Walker St., 


Oklahoma City, Okla. Board Secretary: Dr. Warren D. 
Long, 1217 No. Walker St., Oklahoma City, Okla. 


Oregon 


Oregon State Chiropodists Examining Board. Board Sec- 
retary: Harold M. Erickson, M.D., 914 State Office Bidg., 
Portland 1, Oregon. 


Pennsylvania 


Pennsylvania State Board of Chiropody Examiners. Board 
Chairman: Dr. Ralph H. Orr, 424 Colorado Drive, Erie, 
Pa. Board Secretary: Dr. Jack S. Pincus, 26 N. Third 
St., Harrisburg, Pa. 


Rhode Island 


The Rhode Island Board of Examiners in Chiropody. 
Administrator: Thomas B. Casey, 366 State Office Bidg., 
Providence, R 


South Carolina 


The South Carolina Board of Chiropody Examiners. Board 
Secretary: Dr. Charles W. Clark, 535 Harden St., Five 
Points, Columbia, South Carolina. 


South Dakota 


The South Dakota State Board of Chiropody Examiners. 
Board Secretary: Dr. Fred D. Rule, 204 Kresge Bidg., 
Sioux Falls, S. D. 


Tennessee 


The Tennessee Board of Registration in Chiropody. Board 
ee Dr. Arthur Richert, 3355 Poplar St., Memphis, 
enn. 


Texas 


The Texas State Board of Chiropody Examiners. Board 
Secretary: Dr. Lewis M. Hoppock, P. O. Box 3315, 
Temple, Texas. 


Utah 
The Utah State Board of Chiropody Examiners. Board 


Secretary: Dr. A. Bowden, First Security Bank Blidg., 
Provo, Utah. 


Vermont 


Vermont Chiropody Association. Board Secretary: Dr. 
Regis P. Nolin, 14 Clarke St., Burlington, Vt. 


Washington 


The Washington State Board of Chiropody. Board Secre- 
tary: Edw. C. Dohm, Gen. Adm. Bldg., Olympia, Wash. 


West Virginia 


Medical Licensing Board of West Virginia. Board Secre- 
tary ‘= Dyer, M.D., 1800 E. Washington St., Charles- 
ton, . Va. 


Wisconsin 


The Wisconsin Board of Examiners. Board Secretary: Dr. 
O. J. Trimborn, 208 E. Wisconsin Ave., Milwaukee 2, 
Wis. 


Wyoming 

The Wyoming State Board of Registration in Chiropody- 
Podiatry. Board Secretary: Dr. J. W. Scott, 21 East 
Works St., Sheridan, Wyo. 
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The shoe with the 
extra strong foundation 


You know, as a Podiatrist, that when you 
want to add maximum inlay build-up in a 
shoe, you must have a shoe with an extra 
strong foundation. Junior Arch Preserver 
with long counter and Thomas heel pro- 
vides that extra strength needed to fully 
support maximum inlay build-up. 


Podiatrists know that Junior Arch Pre- 
servers are the finest children’s shoes made 
in America today. That is why so many Po- 
diatrists recommend Junior Arch Preservers 


for their youthful patients, and also recom- 
mend them for the infants and children of 
their adult patients. 


Junior Arch Preserver with long counter 
and Thomas heel is but one of many differ- 
ent types of shoes made by Medic. For Medic 
makes a shoe to fill every doctor’s shoe pre- 
scription needs. 


It’s always safe and sound advice to rec- 
ommend Junior Arch Preserver Shoes. 


THOMAS HEEL BROAD BASED HEEL | 


For the name and address of the store 
nearest you carrying Junior Arch 
Preservers, write directly to 


Medic Shoe 
Manufacturers, 
Inc. 


1212 WOOD STREET, 
PHILADELPHIA 7, PA 


WEDGE CONSTRUCTION 


The complete line of feature shoes for children that doctors recommend 


For Mild 
Supination 


For Extreme 
Pronation 


Wedge 


Construction 
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DIRECTORY OF COUNCILS AND COMMITTEES 


First Administrative Division—Dr. George E. Guenzler, President Elect 
Council on Education 
Dr. Stewart E. Reed, Chairman, 425 Kresge Bldg., Des Moines, Iowa 
Council on Scientific Sections 
Dr. Raymond K. Locke, Chairman, 134 Engle St., Englewood, N. J. 
Dr. Milton Henenfeld, Coordinator, 450 Seventh Ave., N. Y., N. Y. 
Committees: 
Research—Dr. William F. Eads, Chairman, 1651 Garnet St., San Diego, Calif. 
Scientific Exhibits—Dr. LeRoy C. Numbers, Chairman, 1327 N. Clark St., Chicago, III. 
Dr. Edward Ganny, Co-Chairman, 1907 Eye St., N.W., Washington, D. C. 
Foot Surgery—Dr. Lester A. Walsh, Chairman, 709 N. Colorado Ave., Midland, Texas 
Roentgenology—Dr James E. Bates, Chairman, 5916 Greene St., Philadelphia, Pa. 
Foot Orthopedics—Dr. Harvey Atkinson, Chairman, 462 Trapelo Rd., Belmont, Mass. 
Hospital Praotices—Dr. 1. P. Forman, Chairman, 2250 N. Front St., Philadelphia, Pa. 
Pharmaceutical—Dr. Ralph E. Owens, Chairman, 1700 Exchange Blvd., Oklahoma City, Okla. 
Shoes—Dr. Edward C. Meldman, Chairman, 161 W. Wisconsin Ave., Milwaukee, Wis. 
Children’s Foot Health—Dr. John T. Sharp, Chairman, 1424 Old York Rd., Abington, Pa. 
Council on Journalism 
Dr. Alec C. Levin, Chairman, 1835 Eye St., N.W., Washington, D. C. 
Committees: 
Publications—Dr. Robert Shor, Chairman, 4480 Crenshaw Blvd., Los Angeles, Calif. 
Nomenclature—Dr. Peter N. Varzos, Chairman, 25 E. Washington St., Chicago, III. 
History and Library—Dr. Charles E. Krausz, Chairman, 810 Gilbert Rd., Cheltenham, Pa. 
Council on Podiatry Therapeutics and Pharmacy 
Dr. Harry L. Hoffman, Chairman, 1098 National Press Bldg., Washington, D. C. 


Second Administrative Division—Dr. Marvin W. Shapiro, Vice President 
Council on External Affairs 

Dr. Felton O. Gamble, Chairman, 1888 N. Country Club Rd., Tucson, Ariz. 

Committees: 
Medical Relations—Dr. Irving Yale, Chairman, 44 E. Main St., Ansonia, Conn. 
Nursing Relations—Dr. Victoria A. Auriene, Chairman, 221 Peoria Ave., Dixon, III. 
Industrial Relations—Dr. John E. Green, Chairman, 108 Murray St., Binghamton, N. Y. 
Commercial Relations—Dr. Edward H. Buchbinder, 10 Allyn St., Hartford, Conn. 


Council on Foot Health Information 
Dr. Earl G. Kaplan, Chairman, 14608 Gratiot Ave., Detroit, Mich. 
Committees: 
Public Education—Dr. H. L. Collins, Chairman, 318 E. State St., Columbus, Ohio 
Public Relations—Dr. Burdette L. Anderson, 4379 West 219 St., Fairview Park, Ohio 
National Health Program—Dr. Arnold W. Newman, Chairman, 5411 Chester Ave., Phila- 
delphia, Pa. 
Speakers Bureau—Dr. Charles W. Shuffle, Chairman, 1801 K St., N.W., Washington, D. C. 
Audio-Visual—Dr. Marvin W. Shapiro, Chairman, 1059 Spitzer Bldg., Toledo, Ohio 
Council on Legislation 
Dr. Morse K. Upshaw, Jr., Chairman, 511-513 Lamar Life Bldg., Jackson, Miss. 
Committees: 
Federal Affairs—Dr. Charles Turchin, Chairman, 818 18th St., N.W., Washington, D. C. 
State Affairs—Dr. Joy E. Adams, Chairman, 401 Florida National Bank Bldg., St. Petersburg. 
Fla 


Military Affairs—Dr. Joel H. Hill, Chairman, 119 E. Court Square, Decatur, Ga. 


Third Administrative Division—Dr. Marvin D. Marr, Vice President 
Council on Membership 
Dr. Harry I. Horowitz, Chairman, 30-96 Steinway St., Astoria, L. I., N. Y. 
Committees: 
State Society Membership—Dr. Wm. S. King, Chairman, Three Sisters Bldg., Memphis, Tenn. 
Vocational Guidance—Dr. L. B. Thompson, Chairman, 705 Kenosha National Bank Bldg., 
Kenosha, Wis.; Dr. Stanford S. Rudnick, Co-Chairman, 299 Main St., West Haven, Conn. 
Students Organization—Dr. Edward L. Tarara, Chairman, Mayo Clinic, Rochester, Minn. 
Ethics—Dr. Ronald E. Fields, Chairman, 224 Bennie Dillon Bldg., Nashville, Tenn. 
Office Assistants—Dr. David M. Simon, Chairman, 2992 Bailey Ave., Buffalo, N. Y. 
Council on Internal Affairs 
Dr. Charles R. Brantingham, Chairman, 311 Security Bldg., Long Beach, Calif. 
Committees: 
Professional Economics—Dr. B. C..Egerter, Chairman, 507 Liberty Ave., Pittsburgh, Pa. 
Museum—Dr. George Nelson, Chairman, 420 Kresge Bldg., Minneapolis, Minn. 
Liaison to Affiliated Societies—Dr. Charles R. Brantingham, Chairman, 311 Security Bldg., 
Long Beach, Calif. 
Constitution and By-Laws—Dr. Leo N. Liss, Chairman, 209 Post St., San Francisco, Calif. 
National Youth Fitness Committee—Co-Chairmen, Dr. Seward P. Nyman, Farragut Medical Build- 
ing, Washington, D. C., and Dr. Burdette L. Anderson, 4379 W. 219th St., Fairview Park, Ohio. 


Committee on NAC Insuranoe—Dr. Irving Pashin, Chairman, 12 Catharine St., Poughkeepsie, N. Y. 
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THE BIRTCHER 


VIBRA- 


BATH 


UNIFORM HYDROMASSAGE 


utilizing the hydropercussive effect of thousands 
of tiny bubbles impinging themselves over every 


Low CosrT, square inch of skin, provides fast, thorough 
LIGHT WEIGHT treatment that is well received by the patient. 

the VIBRA-BATH is CONTROLLED INTENSITY 
easily operated, of the massaging action, and thermostatically 
completely portable. regulated air temperature up to 170° allows the use 
An ideal hydro- of the VIBRA-BATH in all technics requiring the 
therapy unit for vasodilating effect of heat combined with 

your office, and for the stimulus of gentle massage. 

home use by patients. No electrical device is used 


near or in contact with water. 


THE BIRTCHER CORPORATION Department NAC-858 | 
| 4371 Valley Blvd., Los Angeles 32, California 


Pl il me the ‘“‘Handbook on Hyd 
ease mail me the ‘‘Han on romassage 

“Handbook on | 1 and collection of medical journal reprints on hydro- | 
Hydromassage.” therapy, plus descriptives on the Birtcher VIBRA-BATH. | 
| 
| | 
| Address. | 
| City Zone___State | 


PODIATRY ASSOCIATION, Aucust, 1958 Al7 


| | 
; 
i 
= 


This is Article No. 3 in a series of six devoted to foot problems common to children’s feet. 


The adolescent period may be de- 
scribed as a developmental cycle, ex- 
tending from puberty to adulthood, 
marked by physical and emotional 
change; a time wherein: various parts 
of the body, because of develop- 
mental variations, are subjected to 


child Life 


ARCH FEATURE SHOES 


Als 


Te the eye, CHILD LIFE Arch Fea- 
ture Shoes, as illustrated here, look 
to be no different than conven- 
tional shoes. Although there are 
important differences in construc- 
tion from “regulars,” these 


— 


unusual stress. The foot belongs in 
this category. 


_ Although, contrary to common be- 
lief, muscular growth and develop- 
ment tends to be constant during ado- 
lescence, reaching its maximum Jate 
in this period, the musculature of 


Gontinued on opposite page 


A Reprint Of This Series 
Is Offered 


A reprint of this article — and the 
other five in this continuing series — is 
available, without charge or obligation, 
at your request. The subjects individu- 
ally covered are Pronation in Pre- 
School and Early Childhood, Prona- 
tion in Adolescence, Pigeon Toe, 
Knockknees and Bow Legs, and Pain- 
ful Heel. 


Yours For The Asking 


A wedge chart, prepared for the pro- 


- fessional man, illustrating corrective 


wedges and describing their work is 
yours for the asking. 

A booklet on the care of the feet and 
advice on the selection of children’s 
shoes will be sent to you in quantity at 


' your request. This booklet — completely 
R._ non-commercial — is suitable for presen- 


tation to young mothers in your 
practice. 


Arch Feature shoes are made 


so that the child who wears them will not appear dif- 
ferent from his fellows, nor will other youngsters notice 
the difference. This psychological protection is an 
important factor in treatment. 


These advertisements first appeared in 
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Adolescence » 


A. Rubin, D.S.C.* 
John T. Sharp, D.S.C.+ 


the lower extremity frequently is 
unable to satisfactorily cope with the 
marked gain in weight which occurs 
early in the adolescent cycle. Conse- 
quently pronation problems are often 
encountered at this time. Develop- 
mentally speaking, the foot still has 
not reached maturity, and therefore 
is forced to meet increased demands 
of function while yet in the immature 
state. This is especially true in in- 
stances where the child is overweight, 
or where he has been subjected to 
frequent illnesses. Hormonal adjust- 
ments may be contributory factors. 


Pronation in adolescence is essen- 
tially the same in appearance as in 
other age groups. The foot is more 
or less normal at rest, but on weight- 
bearing undergoes the metamorpho- 
sis of heel valgus, forefoot abduction, 
and decreased longitudinal arch 
height. Treatment consists of con- 
stant maintenance of the foot in good 
functional position until maturity is 
attained. This is usually accomplished 
by the use of proper shoes, pads and 
wedging. (See illustration.) Metal, 
plastic or laminated appliances may 
be indicated in severe cases. 


There is one a” 
form of prona- * 
tion which must 
receive special 
considera- 9 
A. Wedge may vary from ” 
1/8” to 5/16” according to 
age, weight, and severity of deformity. 
B. Many cases ne ee lateral wedges 


of from 1/8” to 1 because of h 
flacidity of the 


REFERENCES 
Watson, E. H. and Lowery, G. H.: Growth 
“ end Development of Children. Chicago, Year 
Book Pub., 1951. 
i . F. D. and Diveley, R. L.: Functional 
“ =. of the Foot. Philadelphia, Lippin- 
cott Co., 1953. 


*Secretary, National Association of 


tion since it is peculiar to this age 
group. This is the disorder usually 
referred to as “rigid flat foot,” or 
“flat foot with peroneal spasm.” It 
is a foot condition wherein pronation 
is associated with marked spasm of 
the peroneal muscles. 


In these cases the foot is rigidly 
maintained in the pronated position, 
whether the foot is at rest or in the 
weight-bearing position. There is 
marked limitation of foot motion, es- 
pecially inversion and adduction. The 
cause of this form of pronation is to 
some extent a matter of conjecture. 
Various etiologic factors have been 
suggested: tarsal anomalies, such as 
talocalcaneal bridge and calcaneon- 
avicular bar, mid-tarsal arthritis, ex- 
cessive strain on an immature foot 
structure, and lesion of the interos- 
seous talcalcaneal ligament. 


Management of this deformity will 
depend upon the individual case. 
Many cases will respond to plaster- 
of-paris casting, followed by proper 
shoe therapy, once the muscle spasm 
has been overcome and a normal 
range of position is possible. Cases 
wherein the rigidity is marked, for 
instance those in the bone anomaly 
group, are often corrected only by 
surgery. 

It should be remembered that 
prompt treatment of adolescent pro- 
nation, of whatever type, will often 
prevent painful and disabling foot 
lesions during adulthood. 


Chiropo- 
dists, and Editor of its Journal. Formerly 
Director of the Foot Clinics, and Professor 
and Chief of Orthopedic Dept., Illingis Col- 
lege of Chiropody and Foot Surgery. 


+Professor of Chiropodal Pediatrics, Temple 


University, School of Chiropody. 


* WEDGED AREA LONG COUNTER = THOMAS HEEL 


HERBST Shoe Manufacturing Co., Milwaukee 45, Wisconsin. 


“Pediatrics” and “Journal of Pediatrics” 1957 
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Experiments conducted under Army grant 


to Doctors from New York University Post 
Graduate Medical School and the University 
Hospital prove: 


dry fungicidal powder 
helps prevent athletes foot 


— 
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A NEW THERAPY FOR ONYCHOMYCOSIS 


RincworM of the nails has always been a 
difficult and distressing therapeutic prob- 
lem. Many therapists remain pessimistic 
about achieving results with any hitherto 
available application. 

Onychomycosis, clinically, appears in 
about 15% of all mycotic infections, and 
though it may occur as a consequence of 
dermatophytosis, it may appear without 
clinical manifestations on the skin—thus 
giving the impression of being a primary 
disease. 

When Monilia albicans (Candida albi- 
cans) involves the nail acutely, the toe 
exhibits edema, redness, and pain—simulat- 
ing a paronychia. The culture growth 
appears as fast growing, discrete, wet, pasty 
cream-colored colonies. In all cases infected 
with Monilia albicans, we insist on a blood 
sugar. Diabetics seem prone to such infec- 
tions. It has long been recognized that dia- 
betics, or as it now appears, individuals 
suffering from the group of diseases known 
as diabetes, tend to develop various super- 
ficial fungus infections more frequently 
and with increased severity. 

When Trichophyton gypseum (T. men- 
tagrophytes) affects the nail plate, it is 
characterized by circumscribed white 
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plaques on the surface of the nail plate. It 
may also cause a mild scaling of the nail. 
The culture growth appears as a white cot- 
tony colony (like fine angora wool) with 
its reverse side appearing from a rose-tan 
to red-brown color. 

When Trichophyton purpureum (T. rub- 
rum) involves the nail, one sees dystrophy, 
brittleness, thickening, with brownish-yel- 
lowish areas and with sub-ungual debris. 
The culture growth appears in a few days 
and proceeds to grow rapidly as a white 
fluffy colony. The reverse side of the colony 
is seen to ‘be reddish-purple. 

Therapy, as a result of continued research 
and study, is ever-changing. Until about 10 
years ago we felt the best treatment for mo- 
nilial involved nails was persistent twice 
daily swabbing of the nail plate and the 
areas under the lateral nail folds with a 2% 
alcoholic solution of gentian violet. Next 
we were introduced to the fatty acid prep- 
arations, such as the undecylenic and pro- 
pionic acids. Then we tried Asterol®". 
Later this old dermatologic prescription 
was re-introduced: resorcinol 2%; salicylic 
acid 2%; in alcohol 70% q.s.—to be placed 
under the nail fold with a bare toothpick 
each night. In the morning, a nail polish 


sealer was painted over the nail and nail 
folds and left in place until bedtime. It 
was then removed with acetone. The treat- 


ment was repeated daily. 


When nails are affected by Trichophyton 
gypseum, burring the nail and clearing 
away the white circumscribed areas, fol- 
lowed by the use of almost any good fungi- 
cide as ointments or tinctures, generally 
produced good results. These white areas 
on the nails are similar to the Trichophyton- 
gypseum growth in the culture tube. 

The problem of successful treatment of 
nails infected with Trichophyton pur- 
pureum still remained. Some advocated 
the surgical removal of the nail plate with 
the matrix and nail bed resection. The 
pain and the resultant deformity were 
weighty arguments against such a decision. 
Others advised avulsion of the nail plate 
followed by active treatment of the nail bed. 
The results indicated that this method was 
not worth the effort, since recurrences were 
common. 

We could never, nor have we yet met 
anyone who has been able to duplicate the 
results described by Nickerson and White 
in 1948 with ammoniacal silver nitrate. 


Disappointment also followed the use of 
iodine in varied strengths, potassium per- 
manganate, various salicylic acid prepara- 
tions, the fatty acids, and x-ray therapy. 
The latter method has been popular with 
some dermatologists but does not seem 
to have much value. Since the furor, justi- 
fied or not, about the use of radiation ther- 
apy for benign diseases, which has followed 
the hydrogen bomb, the use of x-ray should 
be markedly limited. In any case, results 
with x-ray have been uniformly poor. 


The method we have found to be most 
effective includes a thorough burring of 
the involved nails and the weekly applica- 
tion of an occlusive dressing of 60% sali- 
cylic acid ointment. After 4 to 10 weeks 
there will be a complete maceration and 
destruction of the exposed nails, and with 


360 


debridement, the bed appears pink and 
clear. Treatment is then continued with 
the twice daily application of a recently 
developed antifungal compound, borotan- 
nic complex, in a penetrating vehicle of 
ethyl acetate and alcohol.* The borotannic 
complex is not simply a mixture of boric 
acid and tannic acid. Rather it is a new 
chemical compound, a molecular fusion of 
borates and tannates. 


Many patients could not accept the weekly 
burring and occlusive dressings of 60% 
salicylic acid. Yet, here too, we experienced 
satis‘actory results with only a monthly 
burring of the nails and the twice daily 
application of the borotannic complex prep- 
aration at home. 

Where the 60% salicylic acid is not em- 
ployed, the nail must be burred as thin as 
possible and cut short removing the evident 
dystrophic areas. The borotannic complex 
formula is applied twice daily with a brush, 
impregnating the folds, the free edge and 
the exposed undersurface of the nail. As 
the new nail grows in healthily, the affected 
distal parts are constantly removed by cut- 
ting. 

Following the use of the borotannic com- 
plex for several months, one begins to notice 
improvement in the texture of the nails 
treated, together with improvement in the 
hardness and transparency of the nail plate. 
Treatment may be necessary for periods 
ranging for a few months up to a year and 
one half, but the method of application is 
simple enough to allow for patient coopera- 
tion over fairly long periods. 

Other therapists have reported such 
results in this notoriously stubborn disease. 
Bliss! conveyed his results in 31 cases of 
onychomycosis, with 13 complete recovery, 
11 improved, 3 not improved, and 4 did not 


* The product used in this study was ONYCHO- 
PHYTEX, manufactured, distributed, and supplied 
by Wynlit Pharmaceuticals, Inc., 91 Main St., Madi- 


son, N. J. Each | cc. contains: 

Ethyl Alcohol (by volume) ........ ore 
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return for follow-up. He also noted “there 
were no cases of sensitivity or skin reac- 
tions.” Brantingham? said, “We have had 
considerably more satisfactory results than 
with any other means of medication”... . 
“and patients much more cooperative than 
when using the dyes,” . . . and “no untoward 
reactions.” Dron* reported 9 cases and 
9 complete recoveries. 
Four were T. gyp- 
seum, 3 T. pur- 
pureum, and 2 moni- 
lia albicans. Of these, 
3 had resisted other 
therapies. Arenson* 
wrote “the product is 
a definite addition to 
our armamentarium,” 
and in another com- 
munication reported 
“although I’ve been 
able to follow up over 
a dozen cases of ony- 
chomycosis due to T. 
rubrum or T. menta- 
grophytes for the past 
2 years, I can’t really 
say I have any clinical 
‘cures.’ There is an 
improvement in the after treatment. 

texture of the nail, the nail seems less brittle 
and more normal in coloration, but that’s 
all...I can say that 85% show clinical im- 
provement, none show a ‘cure.’”” Tornow® 
revealed “nothing to date has aided my 
patients and fungus nail infections as had 
Onychophytex.” In 16 cases he reports 7 
complete recoveries, 3 much improved, 1 
improved, and no effect in 5. There were 
no cases of irritation. Tornow also noted 
that due to the tannic acid content of 
the preparation, some nail plates have 
become stained. This is due to an over- 
tanning effect of the medication on the 
bed and remaining nail plate. With scrap- 
ing or burring this can be kept under 
control. Segal® revealed that in 14 cases 


Fig. 1. 


Upper: T. purpureum treated by monthly burring and 
twice daily home application of borotannic complex. Left—be- 
fore; Right—after treatment. 

Lower: T. gypseum treated by only one burring and twice 
daily application of borotannic complex. Left—before; Right— 


the response was excellent in 8, fair in 2, 
poor in 1, and no change in 3. All these 
patients had been previously treated with 
either Asterol,® Desenex,®* Castellani’s 
paint, or some other antifungal agent—with 
no results. 

Our own series consisted of 57 cases who 
have been followed for 24 months. Of 


these, 22 exhibited positive cultures, 14 
cases had T. purpureum infections of the 
nails and 8 T. gypseum. In 35 cases the 
diagnosis was made clinically. 

Twenty cases had preliminary treatment 
with burring alone. Thirty-seven had pre- 
liminary treatment with burring and oc- 
clusive dressings of 60% salicylic acid in 
an ointment base, applied weekly until 
there was complete maceration and pain- 
less removal of the nail and underlying 
debris. 

Some authorities have used a 40% sali- 
cylic acid plaster, which is available com- 
mercially, to accomplish the same purpose. 
®! Roche Laboratories. 


@®2 Maltbie Laboratories Div. Wallace & Tiernan, 
Inc. 


4 
: 
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As will be shown, the over-all percentage 
of complete recoveries in the T. purpureum 
and certainly in the T. gypseum would 
have been increased if we had originally 
established the routine of preliminary 
treatment with the burring and 60% sali- 
cylic acid in all cases. Because the monilial 
infections present a much simpler thera- 
peutic problem, burring and salicylic acid 
pre-treatment was not employed in these 
cases. 

Of the 38 cases of T. purpureum infec- 
tions, 30 were pre-treated with burring and 
occlusive salicylic acid dressings. Eight did 


not have this type of pre-treatment. (See 
Table 1) 
TABLE | 
o 
= ® 
T. purpureum 2 
with pre-treatment £2 
Total No. of cases ui —£ 538 
30 23 (77%) 3 4 


T. purpureum with 
no pre-treatment 
8 5 (63%) 1 2 


In the T. gypseum group, 7 were not pre- 
treated with the aforementioned routine 
and 10 were. (See Table 2) 


TABLE 2 


T. gypseum with 
pre-treatment. 
Total no. of cases 


10 9 (90%) 
T. gypseum with 
no pre-treatment 
7 


Excellent 
Improved 
Unimproved 
or recurrence 


| 


5 (71%) 1 1 


Results of the entire study are sum- 
marized in Table 3. 

Spectacular or overnight “cures” are 
rarely achieved. The end result is not at- 
tained before there is a full re-growth of 


This takes time—sometimes a 


the nail. 
year to a year and one-half . 

On occasions one may find, after it ap- 
pears that recovery is complete, that there 
is a prompt recurrence. Should this hap- 
pen one will see that the nail is not as 
badly involved as it was before the therapy 
was originally instituted. In these cases the 
procedure must be repeated. 

The pitfalls in treating onychomycosis 
seem to be: too many give up too soon; 
poor patient cooperation. 

In evaluating the results of this study, 
the following must be borne in mind: we 
are dealing with a disease which, at least 
in the T. purpureum cases, has been an 
almost hopeless therapeutic problem. Some 
discussion regarding the criteria for a cure 
is in order. Many researchers have insisted 
that repeated negative cultures after treat- 
ment indicate “cure.” We have used 
strictly clinical criteria for our determina- 
tion. If the nail is morphologically sound, 
neither too brittle nor too soft, and with 
no evidence of dystrophy, we recorded the 
patients as excellent. That this reasoning 
is medically sound has been borne out by 
the teachings of Sulzburger et al,’ and by 
the more recent work of Baer.* Sulzburger 
has taught that the fungus infections, like 
tuberculosis, are probably contracted early 
in life and that the disease known as der- 
matomycosis appears only with some alter- 
ation in the immune mechanism or the 
milieu of the feet. Baer’s work shows that 
he has been able to culture pathogenic 
superficial mycosis from normal appearing 
skin. 

Furthermore, after prolonged immersion 
of the feet in solutions heavily contami- 
nated with fungus, remarkable resistance 
to super-infection was encountered. There- 
fore, it appears that the presence of super- 
ficial mycosis 6n the skin does not indicate 
fungus disease. 


Conclusions 


We have employed a borotannic complex 
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TABLE 3 


Total 

No. of Diagnosis Established No 

Cases Diagnosis Clinical Culture Excellent Improved Change 

9 T.gypseum 9 0 6 (67%) | 2 
8 T.gypseum 0 8 6 (75%) 2 0 
2  Monilia albicans 0, 2 (100%) 0 0 
14 T. purpureum 0 14 9 (65%) 3 2 
24 T..~purpureum 24 0 15 (63%) 5 4 
preparation, containing a new chemical 3. Personal communication, William E. Dron, 
° D.S.C., Oxnard, California. 
compound, which appears to have great 4. personal communication, Harry H. Arenson, 
value in the treatment of onychomycosis. _ D.S.C., Santa Monica, California. 
= hos be ‘vel ed i 5. Personal communication, Edward Tornow, 
This product has been extensively used in D.S.C., Los Angeles, California. 
Europe for some years. We have carefully 6. Personal communication, Julian Segal, D.S.C., 
° sod of Beverly Hills, California. 
evaluated this product over a period of two 7, Suizburger, Marion B., and Baer, R. L.: Office 
years. We have found that it yields an Immunology, Chicago, Year Book Publishers, 
ll hi h f “ ” f h 1947, Pages 340-344. 
unusually high rate of cure for the  . Baer, R. L., et al: Experimental Investigation 
hitherto highly resistant onychomycosis. on Mechanism Producing Acute Dermatophy- 
tosis of Feet, J.A.M.A., Pages 184-190, January 
In addition, the product is simple to use 21, 1956. 
and no irritations, sensitization, or adverse 9. Chapuis, H.: The Treatment of Dermato and 
sde ef a Si Onychomycosis with a New Antimycotic Agent, 
side eftects were encountered. ince, even Monde Medical (In press) . 
with good penetrating qualities, the fungus- 10. Eberhartinger, Chr. and Gantes, «= The Treat- 
aS debri d h i] ld ment of Fungus Infections with Phytex and 
not be reached by the medication, we pre- 1955. 

d 40 of . ts teeseell d 11. Jausion, E., and Bernard, P.: The Modern 
treate of our patients wit urring - Treatment of Dermatomycoses, Rev. Path. Gen. 
weekly occlusive 60% salicylic acid oint- Physiol. Clinique, 680:1077, 1956. 

d ‘ h 1 ol d 12. Linville, M. A.: The Effective Treatment of 
ment Gressings to remove the mall plate am Onychomycosis (in particular, Trichophyton 
underlying debris. The cure rate in this rubrum infections) with Onychophytex, Der- 

matologica (In press) . 
group was significantly higher. 13. Menard, M. E.: The Treatment of Onychomy- 
64 Lyons Ave. cosis with Borogallic Ester, Societe Derma- 
tologie et Syphiligraphie, Reunion de l'Ouest 
et du Sud—Ouest, Seance du 14 Avril, 1956. 
References 14. Ortega, R. A.: The Conservative Treatment of 
1. Personal communication, Russell C. Bliss, Onychomycosis with Onychophytex, Schweiz. 
D.S.C., Burbank, California. Med. Wschrft., 88: 290, 1958. 
2. Personal communication, C. R. Brantingham, 15. 


D.S.C., Long Beach, California. 


perp R.: The Treatment of Onychomycosis 
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Too many people work up a head of 
steam before they know what’s cooking. 
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TOPICAL USE OF VIOFORM-HYDROCORTISONE IN PODIATRY 


Turee of the most common pruritic skin 
diseases seen in podiatry and dermatology 
are dermatitis venenata, atopic eczema and 
neurodermatitis. 

Dermatitis venenata, or contact derma- 
titis, is an acquired epidermal sensitivity to 
continuous or intermittent external contact 
with a particular substance over a variable 
period of time. It is characterized by der- 
matitis developing in from twelve hours 
to ten days. In the early stages, it is an 
erythematous vesicular eruption with in- 
definite margins. Later it may spread 
beyond the limits of the original exposure. 
Occasionally, the site is unusual and a defi- 
nite history of exposure cannot always be 
obtained. 

Atopic eczema is an acute, sub-acute or 
chronic relapsing pruritic dermatosis 
which occurs in allergic individuals. The 
dermatitis is characterized by selective local- 
ization in the cubital and popliteal fossae, 
the neck and face and, at times, the foot 
and leg. In the case of the chronic allergic 
patient, these areas are easily irritated and 
scratching may cause eczematization, li- 
chenification or secondary infection. 

Neurodermatitis, while not a truly aller- 
gic eruption, may simulate atopic eczema 
because of the lichenification and extreme 
pruritis. It may be localized to one plaque. 
One of its causes is believed to be unre- 
solved emotional conflicts. The derma- 
tologic problem is to control the pruritis 
and inflammation. If uncontrolled, excori- 
ations and further trauma may predispose 
bacterial infections, cellulitis and other 
complications. 

In all three of these dermatoses, wet 
dressings of saturated boric acid solution, 
Burow’s solution (1-20) or potassium per- 
manganate (1-5000), along with x-ray 


ROYAL M. MONTGOMERY, M.D. 

New York, N. Y. 

SAMUEL BREZAK, Pod.D. 

Brooklyn, N. Y. 

therapy, have been the treatment of choice 

for controlling the acute phase. During 

the chronic phase, soothing ointments such 

as Lassar’s paste and tar ointments have 
been the standard medications. 

With the introduction of topical cortico- 
steroids in the early 1950's, spectacular 
results were observed. However, all patients 
did not respond completely. Pruritis and 
inflammation were reduced but, unfortu- 
nately, the steroids tend to favor bacterial 
growth. The systemic use of the corticoids 
also has been associated with the spread 
of infection. Thus, the topical use of hydro- 
cortisone on infected lesions is contrain- 
dicated. But in combination with an anti- 
bacterial agent, it has been used success- 
fully. 

In 1955, a combination* of 3% Vio- 
form®* with 1% hydrocortisone (in the 
forms of ointment, cream, and lotion) was 
made known to us and we attempted a 
clinical trial. Vioform was first used in 
Europe and became popular in the United 
States in the early 1940’s. Wise and Sulz- 
berger’, in 1942, were the first to report on 
the topical use of Vioform in this country. 
In 1948, Sulzberger et al.’ reported on the 
use of Vioform in dermatologic therapy. 
It was found to be valuable as an anti- 
eczematous agent with a low sensitizing 
index. Since that time, the authors have 
used Vioform with good results for many 
recalcitrant dermatoses. Interestingly, some 
of the cases which did not respond appeared 
to have an increased sensitivity accom- 
panied by continued pruritis and vesicula- 
tion. 


®' Made available as Vioform@®—Hydrocortisone 
containing 3% Vioform (lodochlorhydroxyquin 
U.S.P.) and 1% Hydrocortisone U.S.P. by CIBA 
Pharmaceutical Products, Inc., Summit, New 
Jersey. 
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Allison’ reported good results when a 
combination of Vioform and_ hydrocorti- 
sone was used in seborrheic dermatitis in 
1954. He again reported the effectiveness 
of this combination in a variety of derma- 
toses in 1956". 

We have confined our study to patients 
with dermatitis venenata, atopic eczema, 
neurodermatitis and stasis dermatitis. 

Our results are shown in Table I. None 
of the patients were irritated by the prepa- 
ration, and good results were achieved in 
most cases. 


TABLE | 
RESULTS WITH VIOFORM- 
HYDROCORTISONE 


ion or 
Sensitization 


No. of 
Cases 
Good 
Irritat 


Diagnosis 
Atopic eczema 
Contact dermatitis 
Neurodermatitis 
Stasis dermatitis 
All dermatoses 
Treated 


oo oo 

— D> veo 

| 


no 


The results were classified as “good” 
when the eruption cleared and there was 
relief of pruritis within a week. “Fair” 
results meant that there was relief of pruri- 
tis and the dermatosis showed gradual clear- 
ing within two to three weeks. “Poor” 
meant no relief of either the pruritis or the 
dermatosis, 

Some typical case histories follow. 


Contact Dermatitis 

In this group, the dermatitis had resulted 
from contact with adhesive tape, rubber 
cement, plants (such as poison ivy), and 
chrome and aniline dye in shoe leather. 

In all of the acute cases with marked 
vesiculation, wet dressings were used for 
12 to 24 hours. 

E. A., female, aged 28, had her ankle 
strapped with adhesive plaster following 


PODIATRY ASSOCIATION, Avucust, 1958 


a sprain. Twenty-four hours later, pruritis 
and burning were severe. The tape was 
removed and Vioform-Hydrocortisone oint- 
ment applied. Vesiculation and inflamma- 
tion subsided within 48 hours. After four 
days, scaling and dryness were present and 
to combat this, a standard hydrogenated 
cottonseed oil was prescribed. Normal skin 
tone was established in two to three wecks. 
A. B., male, aged 45, had noted a derma- 
titis on the dorsum of his foot for a period 
of three months. Shoe leather was impli- 
cated by a patch test. The ointment com- 
bination was used twice daily and the der- 
matitis subsided in four or five days. How- 
ever, to obtain permanent relief, it was 
necessary for this patient to accept wearing 
canvas or vegetable tanned leather shoes. 


Atopic Eczema 

M. R., female, aged 414, had eczematous 
patches on the cheeks, ankles, and popliteal 
and cubital fossae. Vioform-Hydrocortisone 
ointment was used three times daily for 
ten days. A strict dietary regimen was 
enforced, with chocolate, eggs, homogenized 
milk, and condiments eliminated. In col- 
laboration with the patient’s physician, 
systemic factors and other allergens were 
investigated. Relief of the eczema took 
from three to seven weeks. Subsequent flare- 
ups were controlled with the Vioform- 
Hydrocortisone combination. At present 
the patient is entirely free of eczema. 


Neurodermatitis 

E. B., female, aged 57, had had a patch 
of neurodermatitis on the side of the right 
ankle for three years. Vioform-Hydrocor- 
tisone ointment was prescribed for applica- 
tion twice daily. Pruritis subsided in one 
week. The area cleared and the patient 
was free of pruritis after one month. 


Stasis Dermatitis 

B. B., male, aged 34, had a rash on his 
left ankle for seven months. Vioform- 
Hydrocortisone ointment was applied twice 
daily. In one week, pruritis was controlled 


and there was less scaling. The dermatitis 
gradually improved. A supportive band- 
age was used during treatment as it had 
been before this ointment was used. 


Discussion 

The dermatoses referred to (contact der- 
matitis, atopic eczema, neurodermatitis and 
stasis dermatitis), are common in derma- 
tologic and podiatric practice. Treatment 
with Viotorm-Hydrocortisone ointment or 
lotion has been effective also in seborrheic 
dermatitis, asteatosis, rosacea, and in several 
cases of psoriasis. There was very little 
difference noted in the results insofar as 
the various bases were concerned. The 
lotion was preferred in the more acute or 
vesicular cases. Vioform proved especially 
helpful when secondary infection was 
present. The combination has a very low 
irritating or sensitizing index, and this is 
of particular value in dermatologic dis- 


orders where antibiotics are either undesir- 
able or ineffective. 


Summary 

A combination of Vioform-Hydrocorti- 
sone, topically applied, has proven very 
effective in contact dermatitis, atopic 
eczema, neurodermatitis and stasis derma- 
titis, 
57 West 57th Street 
5704 18th Avenue 
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OnE oF the most common situations seen in 
every chiropodist’s office is “ingrown or in- 
growing nail.” Actually this may be one of 
several conditions or combinations with the 
same terminal results. We may list in- 
curvated nail, inverted nail, callus nail 
groove and the actual condition of the nail 
piercing the integument and producing an 
acute inflammatory process. This last is 
often permitted by neglect or improper 
care to become infected, with excess granu- 
lation tissue piled high. Or, having healed, 
this may leave in its wake an enlarged flap, 
subject to recurrent attacks after improper 
trimming. This condition is perhaps most 
noticed in active boys and young men, 
many of whom have had professional (but 
not always adequate) treatment. 


THE NAIL PROBLEM OF THE HYPEREXTENDED HALLUX 


MYRON A. PORTENAR, Pod.D. 
Brooklyn, N. Y. 


We may note that the nail plate usually 
has an exaggerated curve in which, as the 
condition continues, the edges tend to 
meet, as does a staple when pressed in its 
machine. 

While improper cutting is the direct or 
immediate cause, these cases usually pre- 
sent an inverted or incurvated nail. This 
cannot be ignored as a factor since the pa- 
tient is likely to seek relief by self-treatment. 

Let us consider what type of pressure ap- 
plied to the nail can produce this change 
from the normal nail plate to the exag- 
gerated curve which is presented to us. A 
short shoe will produce pressure on the tip 
and slight irritation at the corners without 
the increased bowing. The narrow or 
pointed shoe will frequently force under- 
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lapping or overlapping of the second toe. 
With underlapping 2nd toe we find the 
lateral nail fold of the hallux bulged, the 
nail plate usually begins to have an ab- 
normal curve, and we see that the condition 
results from pressure from above against 
an unyielding surface below producing the 
curve much as happens when a staple is 
driven home. In those cases occurring on 
the medial border, the tissue of the nail 
groove itself acts as a firm base, resisting 
the pressure from above. 

I observed that in many cases the dorsal 
tip of the distal phalanx was elevated 
above the dorsal surfaces of the lesser toes, 
sometimes as little as 3 or 4 mm., sometimes 
as much as 1.5 cm. In men and boys, who 
suffer most from this condition (partly be- 
cause of the lower heel, partly because of 
the closed toe boxing), we may find that 
the pressure has been sufficient to indent or 
actually cut the tough material of the toe 
boxing. A patient with this condition 
gave it the label I like best—“a haughty 
toe.” 

When a “haughty toe” is the cause, the 
lateral edge of the nail will usually be 
straight, as contrasted with those caused 
by a short shoe. In the latter we see that 
the lateral edge is curved downward and 
the nail plate itself, at its distal end, tends 
to bend downward. A diagnostic point is 
when the pressure on the dorsal surface of 
the nail plate gives pain, and pressure along 
the lateral border does not. It rarely occurs 
without the formation of helomata or cal- 
lus in the groove. 

The removal of the offending bit of nail 
gives at best temporary relief with a con- 
stant worsening situation. One of the rea- 
sons for this is the difficulty of cutting cor- 
rectly a double curve. (To illustrate this, 
take either an artificial nail, which when 
gently warmed can be shaped, or shape a 
piece of cardboard, and attempt to cut an 
edge with either nail chisel or knife. Al- 
most invariably a hook of nail will remain 


as it does in vivo.) All too frequently it 
seems necessary to cut further and further 
back. 

The best method of removing the irri- 
tating edge so as to permit healing, is to use 
a lightweight hemostat with slightly curved 
jaws. Apply to the anterior edge as far 
lateral as possible with the handles opposite 
to the side to be treated. This leverage ac- 
tion of the hemostat will elevate the offend- 
ing edge and with very light additional 
pressure, straighten the edge to a position 
where it may be cut at the proper angle. 
This also permits better observation of the 
nail groove for discovery and removal of 
helomata and callus, and permits proper 
packing of the groove with far less pain or 
discomfort to the patient. 

When the groove is healed, the packing 
I prefer is a piece of adhesive plaster ap- 
plied adhesive surface to the skin with 
superfluous amount cut away. This may be 
used with small amounts of salicylic acid 
ointment, 60%, which will loosen the callus 
easily. The dressing will remain in place 
for long periods. I have often seen it still 
in place after three months. Another fa- 
vored packing material was devised many 
years ago by Adler. He used 1.5 cm. 
lengths of white knitting wool kept in alco- 
hol for sterilization. This packing always 
remains soft. To facilitate callus removal 
the following is used: 

RX Ac.Salicyl. 0.5 
Glycerin 5.0 
Spts. Camphor qs.ad 15.0 

M.Ft. sol., Sig. Gtt i in nail groove as dir. 

Have patient use one drop daily, twice 
daily, or every other day, depending on the 
patient’s skin. As the condition improves, 
one drop daily or twice daily for one or 
two weeks before treatment is very helpful. 
A small amount of cudbear or other color- 
ing agent permits the doctor to tell how 
regularly the patient is using it. 

The above procedures will bring the nail 
cleanly out of the groove, but do not 


solve the problem of dorsal pressure on the 
nail which is primary. After numerous 
trials, I arrived at the following procedure 
for redistributing pressure. 

A piece of foam rubber from .5 to 1.5 cm. 
in thickness, the width of the toe, and 
about 3 cm. in length is “scissor-skived” on 
the lateral and posterior borders. A band 
of rubber is made about | cm. in width, 
measured to circle the great toe and foam 
rubber holding it snugly but not tight. 
The overlap of the band is placed on the 
foam so as not to cut into the patient. This 
is now applied to the toe with the thick un- 
skived edge placed about 2 or 3 mm. back 
of the posterior nail fold so that there will 


be no pressure on the root. The patient is 
barely aware of its presence and comfort 
is great. It may be removed at night and 
for bathing. Being all rubber it is wash- 
able. 


Summary 

1. Elevation of the distal phalanx of the 
great toe is offered as the probable cause 
for certain recurrent “ingrowing’’ nails, 
with or without incurvated borders. 

2. A technic for easier correct cutting and 
packing is presented. 

3. A device to redistribute the pressure 
on the nail plate is described. 
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THE PAINFUL KNEE AND THE PODIATRIST 


Durinc the routine procedure of examin- 
ing the feet and lower extremities of podi- 
atry patients, we find a very high percent- 
age associated with knee pain. Since there 
can be a definite relationship between cer- 
tain foot conditions and pain in the knee, 
it would appear that these conditions will 
fall within the field of the podiatrist. 
The knee is the largest and most compli- 
cated joint in the body. Its motion is flex- 
ion, extension, and internal and external 
rotation. It is classified as a ginglymus and 
partly arthrodial joint because of three dis- 
tinct articular surfaces. There are two con- 
dyloid surfaces and one arthrodial surface 
between patella and femur. Because of the 
size of the joint, the type of work it must 
perform, and the amount of leverage placed 
upon it, nature has supplied it with ten 
large ligaments. There are nine powerful 
muscles that attach to some part or liga- 
ments of the joint capsule. It is abundantly 
supplied with bursae to the extent it has 
the most extensive investment of synovial 
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membrane of any part of the body. There 
are five conditions which most frequently 
cause a painful knee. They could be classi- 
fied as follows: arthritis, postural defect of 
the feet, short limb syndrome, popliteal 
cyst and movable menisci. Several of these 
conditions cover a broad scope and we will 
discuss them only as they affect the knee 
joint. 

A great majority of patients who have a 
painful knee are resigned to the impression 
they have arthritis. It is a common practice 
to dismiss a pain in the knee as being arth- 
ritic. Arthritis usually occurs bilaterally 
with a great deal of rest pain throughout 
the joint. In the acute stage there is swell- 
ing and tenderness. In the chronic stage 
there may be crepitis and the x-ray may 
show cloudiness and calcium deposits. The 
treatment of arthritis of the knee belongs 
in the field of medicine, but the podiatrist 
should make a clinical diagnosis and in 
some cases his treatment may give consid- 
erable relief. Diathermy for office treat- 
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ment supplemented by home use of a baker, 
offers the most convenient and effective 
form of heat therapy. 

Pain in the knee may frequently be 
traced to a postural defect of the feet. Any 
interference of the dynamic action of the 
foot is translated into postural changes 
throughout the body. When foot imbal- 
ance occurs, the talus is allowed to slip for- 
ward and downward. The medial malleo- 
lus slides forward and inward, the lateral 
malleolus moves backward and inward. 
This produces a rotation of the tibia, which 
in turn causes tension on the ligaments of 
the knee. This tibial torsion results in pain 
in the upper third of the lateral leg and 
around the proximal tibro fibular articu- 
lation. Damage to the articular surfaces 
could result if this process continues over 
a long period of time. This condition may 
be bilateral or unilateral, with pain mostly 
on weight bearing and seldom with swell- 
ing. The treatment is directed to correct- 
ing the faulty foot posture supplemented 
by physiotherapy to the knee. 

The patient with a slight shortening of 
one leg may develop the well-known syn- 
drome, of which the knee is frequently a 
part. This shortening is often overlooked 
yet with some people it does have sig- 
nificance. Occasionally the short leg syn- 
drome may produce symptoms in the knee 
only. This condition is unilateral and usu- 
ally affects the longer leg with pain mostly 
in the anterior aspect of lower thigh. This 
is probably due to the constant slightly 
flexed position of the knee. When the pain 
does occur on the short side it is most fre- 
quently in the lateral and posterior aspect 
of the knee. Previous fracture or bone 
pathology could be a factor in causing limb 
shortening. 

There are a surprising number of chil- 
dren who have a minor inequality of leg 
length. If the only positive finding is a 
shortening of one leg, a compensatory ele- 
vation of the shoe on the short side is in- 


dicated. It has been demonstrated with 
normal children, that this discrepancy may 
be overcome in three to seven months. The 
increased growth rate of the short limb is 
probably stimulated by the action of the 
shoe elevation. 

With adults, the condition is usually 
static, but a simple heel pad of appropriate 
thickness is effective. A minor inequality 
of limb length may have existed for years, 
but with increasing age the supportive loco- 
motor tissues gradually lose their adaptive 
power, then with excess strain or debility 
the short limb syndrome becomes evident. 

Due to the many bursae and vast invest- 
ment of synovial membrane about the knee, 
a synovial cyst or ganglion is frequently 
found. It is usually felt upon palpation in 
the popliteal space. It may vary in size 
and consistency. The patient will com- 
plain of tightness and stiffness in the joint 
with a tendency to hold the leg in a semi- 
flexed position. Long standing or walk- 
causes aggravation of the condition. In 
some cases complete rest for a short period 
will cause the feeling of tightness and swell- 
ing to diminish. In cases of long standing 
and where there is large cyst formation, sur- 
gical intervention may become necessary. 
However, in a large percentage of cases, re- 
covery may be obtained with conservative 
measures. By avoiding strenuous use of the 
leg, frequent use of diathermy followed by 
ten minutes of uninterrupted sinusoidal 
current applied directly through the joint, 
and application of figure of eight elastic 
bandage, may bring good results. Raising 
the height of the heel is often beneficial. In 
mild cases, one treatment will frequently 
bring a dramatic temporary cessation of 
swelling and symptoms. 

Probably the most troublesome condi- 
tion affecting the knee occurs when the 
menisci are involved. A severe twisting 
injury to the knee, damaging the liga- 
mentous structure, may result in a condi- 
tion often referred to as movable menisci. 


The patient will have symptoms varying 
from severe aching to what the patient de- 
scribes as the knee “seems to lock” or 
“gives way” under them. 

The menisci or semilunar fibrocartilage 
are two crescentic lamellae which serve to 
deepen the surfaces of the head of the tibia 
for articulation with the condyles of the 
femur. The peripheral border of each 
meniscus is thick, convexed, and attached 
to the inside of the joint capsule. The op- 
posite border is thin, concaved and free. 
The upper surfaces of the menisci are con- 
caved and in contact with the condyles of 
the femur, their lower surfaces are flat, and 
rest upon the head of the tibia, both sur- 
faces are smooth and invested by synovial 
membrane. Each meniscus covers approxi- 
mately the peripheral two-thirds of the cor- 
responding articular surface of the tibia. 

The condition movable meniscus is 
usually unilateral and follows an injury. 
It is probably due to torn ligaments of the 
knee, healing and leaving the joint in a 
somewhat subluxated state. This may allow 
movement of the menisci within the joint 
capsule when the leg is completely flexed 
or rotated laterally. There is a typical ten- 
der spot over the medial aspect of the joint, 
with never more than slight swelling. There 
is a certain degree of stiffness and flexion is 
very painful. 

This condition is best managed with ap- 
plication of diathermy followed by manipu- 
lation of the joint. The manipulation 
should be carried out with the doctor 
seated at the same level as the patient. 
With the leg extended, grasp the foot in 
both hands rotating the leg medially, at the 
same time give the leg a quick firm pull. A 
figure of eight roller elastic bandage is now 
applied to the joint and the patient is in- 
structed not to completely flex the joint or 
twist the foot and leg laterally. Sometimes, 
the manipulation produces almost dramatic 


results. This depends somewhat on the 
duration of the condition. Others are not 
so fast to respond, but some degree of re- 
lief usually follows the first treatment. This 
therapy should be carried out twice weekly 
until the joint functions normally. The 
elastic bandage is the most effective type 
of support, as just the right tension can be 
applied. The elastic kneelet, if tight 
enough to help, may affect the circulation 
and should never be used where varicose 
veins are present. The figure of eight allows 
for better movement of the joint, does not 
restrict circulation, and still gives adequate 
support. 

In cases of long standing the joint may 
develop excruciating rest pain. In this 
case, before any manipulation is attempted, 
heat with complete bed rest and light trac- 
tion should be applied. Traction can be 
applied by using a three to five pound 
weight fastened just to the upper of a shoe 
with a strap and passed over the foot of the 
bed. This should be carried out until the 
rest pain has subsided. At this time the 
diathermy and manipulative therapy should 
begin. Occasionally, surgical intervention 
of this condition becomes necessary, but the 
above therapy should be carried out before 
that decision is reached. This treatment 
has brought good results in a number of 
cases where surgery had been advised. The 
posture of the feet and legs should be 
checked, as frequently a postural defect is 
a contributing factor where the menisci of 
the knee are involved. 

In attempting to diagnose conditions of 
the knee, as being related to the foot, radio- 
graphs should be used to rule out fracture 
or bone pathology. Because of the rela- 
tionship between the knee and certain con- 
ditions of the feet, we frequently find we 
are able to bring relief to some long stand- 
ing painful knee conditions. 

Suite 209, Choate Bldg. 
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HIGH SCHOOL ATHLETES 


DatinG back to October 1952 (Chiropody 
in Athletics!, N.A.C. Journal), much water 
has passed over the dam. Apparently at that 
time a new avenue of entrance for a specific 
use of chiropody-podiatry was revealed. As 
time progressed, numerous inquiries have 
been received from members in the field on 
just how their abilities could be employed 
by some school athletic program in their 
community. Needless to say, it is quite evi- 
dent that recognition of the need for our 
technical skills is becoming more apparent 
constantly. 

The young chiropodist looking for an 
outlet for his skills or a contact in his com- 
munity, or even the older chiropodist look- 
ing for a hobby, may well find it by intro- 
ducing his skilled ability to a high school 
athletic program. Once a man has gained 
entrance, he will immediately see the ex- 
panding need for his services. The lack of 
proper foot care among high school ath- 
letes is reaching very large proportions. 
These proportions are in a direct ratio to 
the growth of America’s high school pro- 
grams. Investigations carried out in this 
age group prove the need for our profes- 
sional talents. This lack of utilization of 
professional care for the high school ath- 
lete’s feet cannot be blamed on school off- 
cials or coaches, but on us. 

For the most part, high school teachers 
and their supervisors have not been exposed 
to the importance of foot care and should 
not be blamed for overlooking something 
that they know very little about. When it 
comes to the feet, their main concern is the 


* Head Trainer, Chicago Cardinals Football Club; 
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YOU, AND A FOOT HEALTH PROGRAM FOR 
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so-called “cure” for the commercial “ath- 
lete’s foot.” It is up to us to introduce the 
benefits that they will derive from podiatry. 
As far as the team physician is concerned, 
his main thoughts are entailed in physical 
examinations, caring for infectious diseases, 
and acute trauma. His main treatment for 
foot ailments and disabilities still consists 
of “hot soaks” and/or a “larger shoe.” This, 
of course, is understandable as his time is 
limited and he stresses his efforts on what 
he believes to be the more important as- 
pects. 

True the feet are just one of the many 
parts of the body but from this observer's 
viewpoint, prophylactic foot and ankle care 
can minimize a great part of traumata that 
afflict the lower extremities. Under a six- 
year program carried out by the Chicago 
Cardinals Professional Football Club, a re- 
duction in knee injuries was calculated 
through the proper strapping (prophylac- 
tic) of the ankle.” 

Observations of the feet of young men 
reporting for professional football tryouts 
will reveal an amazing number of prob- 
lems. These symptoms are usually carry- 
overs from their early high school competi- 
tive days and have stayed with them 
through collegiate careers. In most cases 
their histories reveal comparatively no foot 
care at the high school level and little, if 
any, at the college level. In discussing these 
facts with high school coaches, their only 
answer is, “Who are we to get to take over 
this phase of physical fitness?” 

The introduction of podiatry care in a 
high school athletic program has a multi- 
benefit approach. These benefits are de- 
rived by the school, the coaches, the parents, 
and above all, the participating athlete. 


Listed are some of these benefits: 

1. Safety factors—through the guidance 
of competent chiropodists-podiatrists, the 
mere proper supervision of shoe fitting is an 
aid in trauma reduction to the foot, ankle 
and knee. 

2. The immediate proper care of a 
sprained foot or ankle, not to mention the 
many overlooked, undiagnosed foot frac- 
tures. 

3. Proper care of superficial skin excres- 
cences and “ingrown” nails. 

4. A prophylactic dermatological foot 
program. 

a. Early diagnosis of epidermophyto- 
sis, etc. 

b. Early diagnosis of verruca, papil- 
loma, etc. 

c. Prevention and care of other epi- 
dermic infectious diseases. 

5. Inaugurate a student foot health and 
hygiene program. (Most coaches, teachers, 
and school nurses are too occupied with 
other duties to take on this type of pro- 
gram.) 

6. Training of student assistants in this 
program to aid you, also aids the young stu- 
dent by teaching him to assume responsi- 
bilities. 

The introduction of a podiatrist’s services 
to a high school never before having such 
services is not an easy task. However, once 
the program is under way, the usual re- 


sponse is, “Why didn’t we do this sooner?” 

An introduction for your talents can be 
carried out in many ways. Here are a few 
methods of approach: 

1. Gain an entree to the athletic director 

or coach. Explain to him what podia- 
try is. You must be able to show bene- 
fits to the schoo] program. Prophylac- 
tic measures can be their largest gain. 
Convey your thoughts with the school 
physician, explaining that there is no 
trespassing of duties involved. 
Consult the school nurse providing a 
similar explanation. 
Arrange a meeting with members and 
directors of the Parent-Teacher group. 
If these members are convinced of the 
merits of your proposed program, they 
will be your finest booster. 

There remains but one more considera- 
tion. What is the amount of reimbursement 
the practitioner should receive for his serv- 
ices? This has presented a problem but the 
answer can be simple. The arrangement can 
be placed on a par with those for an assist- 
ant or part-time coach. 

442] Sheridan Rd. 
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The instruction we find in books is like fire. We fetch it from our neighbor's, 
kindle it at home, communicate it to others, and it becomes the property of all. 


Voltaire 
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As A medical tool, it is understandable that 
the various specialties of medicine have 
felt a challenge to try the use of ultrasound, 
a relatively new modality. As this paper 
will bring forth, it would be misleading 
and certainly wrong to make any claim for 
ultrasound as a panacea. The decision, if 
and when it may or should be applied, has 
to be made on the basis of thorough clini- 
cal consideration. It may be that ultra- 
sound can be used with good effects for 
one patient suffering from a certain dis- 
order in a certain stage, but is useless for 
another patient suffering with the same 
disease under different conditions. 

There is a question as to whether ultra- 
sonic therapy is a causal or a symptomatic 
treatment. If we deal with a group of 
diseases of unknown etiology, such as the 
majority of the so-called rheumatic dis- 
eases, we can only draw conclusions from 
empirical results. Boeni! of France states 
in a very thorough report on the treat- 
ment of rheumatic disorders that “The de- 
generative group of joint diseases generally 
responds better than the chronic inflamma- 
tory type.” He mentions symptomatic 
success in Paget's disease, senile osteoporo- 
sis, and especially good results in Marie 
Strumpell’s disease. 

The reason for mentioning the foregoing 
is due to the following observations made 
by Dr. K. T. Dussik? of Boston. He ob- 
served in the treatment of Marie Strum- 
pell’s disease the increase of chest expan- 
sion and mobility of the spine is evidence 
of improved joint function or muscle func- 
tion. But, since in most cases the sedi- 


mentation rate remains unchanged, this 
treatment in this condition can only be 
characterized as a symptomatic therapy. 
Practical use is the only method of evalua- 
tion and further clarification. 


ULTRASOUND A MEDICAL TOOL? 


MOSES ZWERDLING, B.S., D.S.C. 
University Heights, Ohio 

This author has observed and treated 
conditions of calcaneal spurs, Morton’s 
neuroma, epiphysitis of the calcaneum, 
rheumatic-type pain of the knee and ankle 
sprains, etc. All of these patients were 
first x-rayed and then given an ultrasonic 
treatment. The results were éxcellent 
with respect to the immediate relief or 
minimization of pain. Subsequent radio- 
graphs were taken and there were no evi- 
dences of radiological changes in compari- 
son with the initial radiographs. This 
enhances the observations made by other 
men, that ultrasound is a symptomatic 
therapy, more so than casual. 

At this point, I would like to state em- 
phatically that anyone who employs ultra- 
sound without due precautions as to indi- 
cations and dosage is subject to professional 
censure and vulnerable as a scientist. This 
point, although redundant, must be im- 
pressed upon all who use this tool; it will 
be mentioned and stressed throughout this 


paper. 


Physiology of Ultrasound 

According to Kobak* of Chicago, what 
transpires in a single cell actually operates 
in the collective cells of the individual 
under dosage level sufficiently effective as 
to provoke biochemical responses. In con- 
trast, dosages of high dimension will uni- 
formly diminish metabolic activity and in- 
hibit physiologic activity to a degree as 
to depress function and suppress the heal- 
ing powers inherent in living tissue. 

Ultrasound proves to be a locally appli- 
cable stimulation, producing increase of 
circulation within the ultrasonic field, 
stimulation of local metabolism in addi- 
tion to the effect of temperature increase. 
It has a neural effect, analgesic, spasmolytic, 
and is apparently a direct effect on nerve 


conductivity. Lambert et al demonstrated 
evidence of selective heating of nerve by 
ultrasound, and of paralysis after exposure 
of the spinal cord; histological changes 
seemed to be due to selective heating. Cool- 
ing dampened or obviated these effects on 
nerve tissue. The effects on the contractile 
elements of muscles (Dognon and Bian- 
cani, Paris) are also explained as of a 
neurogenic character. Ultrasound is able 
to influence favorable local inflammatory 
reactions. It does not have a bactericidal 
effect in living tissue at the therapeutic 
dosages. 

Dussik? states that the effect of applying 
an ultrasonic field can be threefold: 

1. Below a certain level of intensity no 
reactions occur. 2. If the intensity is in- 
creased, physiological reactions are stimu- 
lated. Only that part of the energy which 
is transferred to the tissues and absorbed 
can result in a physiological effect. 3. If 


the intensity is increased above this limit, 
damaging and irreversible changes may 


result. 

DeForest® and his associates have shown 
gross and x-ray evidence of destruction of 
growing bones of small animals when ex- 
posed to heavy doses of ultrasonic energy. 
There are also reports of aseptic necroses 
being produced, I am again bringing your 
attention to the factor of exercising ex- 
treme discretion in the use of this energy 
due to the foregoing evidence. I would 
like to mention that the third level, as 
aforestated, usually does not occur in 
practice because the patient will feel un- 
comfortable or intense pain before the 
damaging effects will take place. Do not 
consider this as an “insurance,” but more 
so as an adjunct in your evaluation of the 
proper dosages to be used. 

Ultrasound is attenuated in passing 
through organic structures. The attenua- 
tion is higher in the more organized struc- 
tures; it is higher in muscle than in fat. 
Although having this attenuation ultra- 


sound can be transmitted through the body 
to reach all parts for therapeutic purposes 
except where gas filled spaces interfere, on 
which interfaces ultrasound is totally re- 
flected. 

All effects of any sort observed outside 
of the ultrasonic field are due to the physi- 
ological reactions of the living organisms; 
secondary effects to the physical events oc- 
curring in the treated area. 

Tissue treated by x-ray, according to 
Dussik,? seems to become oversensitive to 
later ultrasound irradiation. An _ area 
treated by x-rays should not be treated by 
ultrasound during the following six 
months. Conversely, ultrasound treatment 
seems to improve or prepare tissue for a 


good x-ray effect. 
Methods for the Use of Ultrasound 


Treatment may be given either by using 
the medium of an oiled surface or a plain 
tap water bath. The water bath is usually 
used where painful joints, fingers, toes, or 
any irregular or difficult surface is going 
to be treated. The treatment time is usu- 
ally five minutes. Each generator is dif- 
ferent but, basically, they all employ a 
combination timer-on-and-off switch which 
requires the operator to set the timer in 
order to operate the generator. When the 
amount of time which was preset expires, 
the machine will automatically turn itself 
off. There is another dial which controls 
the amount of generation. A meter is 
also part of the machine for the purpose 
of knowing and being able to control the 
amount of energy required for a specific 
treatment. Each machine is individually 
calibrated. 

When using the oiled surface, either use 
mineral oil or vaseline. Be certain and 
very dogmatic with respect to the method 
of applying the medium. The surface must 
be completely covered with the oil. Ultra- 
sound will not pass through a medium of 
air. There will be set-up resistances which, 
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in turn, will cause “hot spots” on the trano- 
ducer. This is a dangerous condition both 
for the patient and also for the transducer. 
The patient could be burned. This re- 
sistance can partially, or even completely, 
damage the transducer. The settings vary 
with the machine but the dosages vary 
with the thickness of the ‘part and the size 
of the transducer (sound-head). The vari- 
ances which I have observed in the litera- 
ture range from 0.5 watts/cm.? to 3.5 
watts/cm.?, 

Employ a slow circulatory or stroking 
massage using the transducer. The patient 
should not feel any heat other than what 
is produced by the massaging or stroking 
action of the sound-head. It is advisable 
to cover the sound-head with oil as a pre- 
cautionary measure. Constantly check with 
the patient during the treatments so as 
to be assured that heat is not being pro- 
duced. Usually, the sound-head will be- 
come warm or hot in your hand if the cur- 
rent is too high or if any resistance is being 
encountered. I would suggest reviewing 
the section on the levels of intensity. 

In the water bath, the painful parts are 
submerged in plain tap water and the 
sound-head is kept at a distance of from 
one to two inches from the treated area, 
moving the sound-head within an arc of 
two to three inches. If the patient com- 
plains of any unpleasantness, the intensity 
can be reduced or the distance from the 
part can be increased. If this unpleasant- 
ness should continue, stop the treatment 
and re-evaluate the situation before con- 
tinuing. When in doubt, do not use this 
modality. The whirlpool should be used 
in this eventuality. A 10-15-minute whirl- 
pool is highly effective after an exposure 
to ultrasound. 

Of great practical importance is the 
knowledge of the maximum intensity which 
is tolerated without producing a damaging 
effect. This threshold is well established, 
according to Dussik.? practical use, 


intensities of not more than 3 watts/cm.? 
can be considered as safe, provided a tech- 
nique is used in which the treating head is 
in continual movement. Pain is the best 
practical safeguard; if no immediate pain 
is produced during the actual application, 
no damaging effect need be expected, as- 
suming of course that the exposed area 
has a normal pain sensation.” 


Contraindications 

The contraindications are of the nature 
of conditions to be avoided rather than 
contraindications per se. Included in this 
group are: 

1. Growing bone, its related structures 
and_ pathological entities. 

2. The eye. 

3. The lower cervical sympathetic gan- 
glia. 

4. The precordium. 

5. Pregnant uteri. 

6. Ischemic tissues are avoided or ap- 
proached with special caution as to direc- 
tion of beam and dosage. 

7. Pain during or directly attributable 
to the sonic beam. If lowering of the 
intensity or movement of the head more 
rapidly does not give relief, the treatment 
should be stopped and, as mentioned pre- 
viously, a re-evaluation should be in order. 

8. Within six months of exposure to 
therapeutic désages of x-ray. 

In summation, most authorities do not 
report, and have not observed, any harm- 
ful effects when this modality is used under 
the quoted rules of technic. 


Clinical Results of Ultrasound 

At this time, due to the limited amount 
of material available on this new modality, 
most of the clinical reports are from articles 
and papers written for medical periodicals. 
I observed and treated a moderate number 
of patients. Podiatrists, because more are 
using this modality and with more definite 
information on the subject, will soon be 
reporting their findings. Some of my in- 


T 
N eee 375 


formation is the result of visiting with physi- 
cians that are engaged in practice as 
physiatrists. 

According to Edmundson® of New Zea- 
land, the most satisfying results appear to 
have been associated with osteoarthritis. 
He states that the results were also of a 
very gratifying nature. The following 
conditions consider some that were evalu- 
ated by him. (I have chosen only those 
that are related to the field of podiatry): 

1. Arthritis of the rheumatoid type in- 
cluding ankylosing spondylitis, both in 
their early stages, are considerably relieved 
of pain by sonic rays. There is no benefit 
in advanced stages. 

2. Acute gout often responds dramati- 
cally. The classical painful swollen hallux 
joint, if treated in the early stages, will 
respond almost overnight. 

3. Myalgia, either traumatic or fibrositic, 
are very responsive. 

4. Epicondylitis is often dramatic. 

5. Bursitis has been among the maladies 
most prompt to respond to treatment. Var- 
ious infections such as boils, infected nails, 
etc., have been successfully treated as well 
as relief of the pain syndrome in post herpe- 
tic neuralgia. 

Jones? of Portland, Oregon, found the 
following results: 

1. Bursitis and tendonitis of the acute 
and subacute types showed the maximum 
of good results in relief of pain, muscle 
spasm and joint stiffness after other meth- 
ods had failed to give these results. 

2. Tenosynovitis due to strains, direct 
trauma or similar causes showed a striking 
improvement and a resolution of the in- 
flammation apparently permanent. 

3. Hypertrophic arthritis was treated 
only in such instances as showed localized 
synovial thickening, effusion or local spasm 
and where ultrasound could be applied in 
adequate dosages. About half of the cases 
of phalangeal arthritis with the presence 


of Heberden’s nodes received additional 
benefits. 

4. Neuromas had excellent relief of pain 
which was permanent in nature. 

In the field of Geriatrics, Behrend and 
Weiss,’ of New York City, stated the fol- 
lowing: 

“We feel that our clinical experiences 
based on 6,000 treatments given over a 
period of three and one-half years is 
consistent with the following conclusion. 
Ultrasonic therapy is a valuable form of 
treatment which is not dangerous with 
the therapeutic limits of accepted dosage 
in competent hands. Further investiga- 
tion will establish firmly the value of 
ultrasonic therapy in Geriatrics.” 
These men treated cases which had com- 

plications of cardio-vascular disease, periph- 
eral disease, rheumatic diseases, neuro- 
logical diseases and trauma. 

They had excellent results and a mini- 
mum of complications. This should be en- 
couraging for the field of podiatry due to 
the increasing part the podiatrist is playing 
in this relatively new field of Geriatrics. 

Schwartz® of Birmingham, Alabama, 
treated the following cases over a period 
of twenty-one months: 

Osteoarthritis of the elbow, fingers, 

hips and knees, bursitis, peritendonitis, 

capsulitis, fibrositis, myositis, ankle 
sprain, varicose ulcers, painful stumps 
and neuritis. In some cases he had an 
improvement of 100%, but as an average 
it was 87%. 


Summary 

Much research has been done in Europe 
on the clinical application of ultrasonics 
while in this country this field is only be- 
ginning to receive the attention which it 
deserves. It has been introduced as a medi- 
cal tool during the last decade. Neither 
physical nar biological reasons militate 
against its use. There is no established 
dosage of sonic therapy. Applications must 
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be carefully made using the medium of a 
water bath or on an oily surface. It must 
be used by experienced and trained per- 
sonnel. Careful evaluation of indication 
and contraindication is mandatory. 
University Heights Medical Bldg. 
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AND COMPENSATION CLAIMS* 


GENTLEMEN, my topic in your lecture series 
is, “How to avoid complications with in- 
surance and compensation claims.” All of 
us realize that the public at large is be- 
coming more and more insurance conscious 
all of the time. We all further realize that 
the insurance companies are offering more 
and more plans of insurance to be pur- 
chased on various bases and that insurance 
in general is becoming more and more in- 
terwoven into business and modern-day so- 
ciety. There is no doubt but that many 
—in fact most— physicians and doctors 


*Presented at the Third Post-Graduate Podiatry 
Lecture Series, October, 1957. Medical College 
Hospital, Medical College of Virginia. 

+Assistant Claim Manager, Richmond Branch Office, 
The Travelers Insurance Companies. 


HOW TO AVOID COMPLICATIONS WITH INSURANCE 


LANIER THURMOND, LL.B. ¢ 

Richmond, Va. 

in the various medical fields today re- 
ceive a substantial portion of their in- 
comes from claim payments by insurance 
companies. It is also clear that these same 
medical men in the course of their contact 
with such claims are called upon to com- 
plete many and various form reports as well 
as to quite often furnish information ot 
one sort or another in letter form. 1 
would be the last to deny that many of 
the forms and reports that doctors are re- 
quired to fill out incidental to claims 
under insurance of one type or another 
are bound to be quite burdensome upon 
such doctor and his stenographic facilities. 
However, in my talk today, I am not at- 
tempting to offer a solution to that prob- 
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lem. Certainly, doctors are called upon 
for some information which comes close 
to being absurd when considered in light 
of the particular case involved. At the 
same time, many forms, such as those in 
the workmen’s compensation insurance 
field are required by law and not by the 
insurance companies as such. Consequently, 
I believe that I can be of better assistance 
to you at this particular time by attempt- 
ing to review various forms of insurance 
that are commonly written on the premise 
that you gentlemen, by having a better 
understanding of what is involved under 
insurance that may cover a particular type 
of accident, can play your part in this pic- 
ture with greater ease. 

First, I would like to review the work- 
men’s compensation insurance field. As I 
am certain all of you know, workmen’s 
compensation insurance is written pursuant 
to statutes in this particular state known 
as the Virginia Workmen’s Compensation 
Law. This law in brief provides for the 
payment of certain benefits based upon 
disability and for the payment of medical 
expenses subject to certain qualifications. 
It should always be borne in mind .that 
in order for an employee to be entitled to 
any benefits whether they be medical or 
those based upon loss of time from work, 
the same must be predicated upon the 
employee having a condition which flows 
from an accident occurring during the 
course of and arising out of his employ- 
ment. Of course, our statutes also recog- 
nize diseases which stem from a man’s occu- 
pation. May I remark at this time that 
it is of some import as in all cases to get a 
reasonable history of what happened to 
the employee who may come under you 
for medical care. If he comes to you with 
a clear-cut history of an accidental injury 
while working on a certain job and his 
employer is covered by workmen’s compen- 
sation insurance, there is little question as 
to whether medical treatment accorded 


him will be covered by the employer's 
workmen’s compensation insurance carrier. 
It is equally obvious that where you elicit 
a history that the employee was hurt other 
than on the job, workmen’s compensation 
benefits will not be applicable to such case. 
I would like to note that there are certain 
types of injuries which may have occurred 
on the job and the same not be compen- 
sable. I refer for sake of illustration to 
cases where the employee is injured in 
the course of a fight with a fellow em- 
ployee or other person on the job. Gen- 
erally speaking, the rule governing the 
compensability of such injuries is to the 
effect that if the injured employee was the 
aggressor in the fight, his injury is not com- 
pensable. 

It should also be borne constantly in 
mind by all doctors who treat workmen’s 
compensation cases that as a pre-requisite 
to entitlement to payment of their bill, 
they must complete and furnish the attend- 
ing physician’s report form as required by 
the Industrial Commission. It is also nec- 
essary that the services of the particular 
doctor involved be authorized by the em- 
ployer as the Act gives the employer the 
right to select the doctor involved. Gen- 
erally speaking, I do not believe that the 
bulk of our doctors in any line of special- 
ization or general practice, experience any 
particular trouble in having the insurance 
carrier recognize the amount of their bill 
as charged for treatment of the particular 
employee involved when such bill is ren- 
dered. It should be understood that such 
charges per the provisions of our com- 
pensation law are to be in keeping with 
charges as prevail in the same commu- 
nity for similar treatment of injured per- 
sons of a like standard of living with 
such treatment as paid for by the injured 
person. As a practical matter, I think 
that you will find that the bulk of the 
workmen’s compensation insurance car- 
riers recognize most bills rendered them 
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by doctors without hesitancy. As a matter 
of procedure I would note that it is pref- 
erable that you render any attending physi- 
cian’s report form and your bill direct to 
the insurance carrier involved. If it hap- 
pens that you do not know the identity of 
the carrier, it is perfectly proper to route 
it through the Industrial Commission since 
such body will see that it is placed in the 
hands of the proper carrier in the end 
analysis. I might mention in connection 
with the rendering of your bills and your 
reports, you should understand that it is 
proper to render the report as soon after 
initially seeing the patient as is possible. 
For, it is understood by the carrier that if 
your bill does not accompany the report it 
will come in later when treatment is com- 
pleted; and, the practice among most in- 
surance companies is to trace for such bill 
after a reasonable period of time has elapsed 
in which it would appear that treatment 
for the particular injury ought to be over 
on the premise that the doctor has for one 
reason or another overlooked rendering the 
bill to the carrier involved. 


While I could continue to elaborate on 
workmen’s compensation insurance claims 
and the part which doctors play thereunder 
to a far greater extent, I will for purposes 
of the prepared portion of my lecture close 
my comments on workmen’s compensation 
by noting that if there is any dispute as to 
the amount of the bill and whether it is 
reasonable between the doctor and the 
compensation carrier, the act vests author- 
ity in the Industrial Commission to decide 
what is a reasonable figure. I would em- 
phasize that it is absolutely against the law 
for a doctor to treat a workmen’s compen- 
sation case and charge the patient for any 
excess over and above the fee which is fixed 
by the Industrial Commission. Now, I do 
not mean that such rule applies to medical 
attention which is accorded an employee 
beyond the statutory period of one year 
during which the act provides that the 


employer may be held accountable for 
medical expenses incurred relative to treat- 
ing the injured employee for his injury. 
Next, I would like to comment on auto- 
mobile liability and automobile medical 


‘payments coverage as these also represent 


vital sources for payment of bills rendered 
by doctors in the course of treating persons 
injured in automobile accidents. It should 
be noted that automobile liability insur- 
ance coverage as far as payments thereunder 
are concerned is predicated upon the legal 
liability of the party covered under such 
coverage for the injury. Thus, entitlement 
or the right to recoup medical expenses as 
items of special damages thereunder is not 
a matter of absolute right but is one based 
upon whether the party operating the 
vehicle against whom the claim is directed 
is legally responsible for the injuries. Set- 
tlements by insurance companies under this 
form of insurance are made in one lump 
sum in return for a release and often there 
is quite a lapse of time between the date 
of injury and the time of settlement if any 
settlement is made at all. Thus, if a doctor 
is contemplating payment of his bill from 
the proceeds of a settlement under auto- 
mobile liability insurance coverage, about 
all that he can do is to direct a copy of 
his bill to the automobile liability insur- 
ance carrier, making reference to such car- 
rier’s policyholder and the date of accident 
in his correspondence or on the face of 
the bill, and request that such carrier please 
protect his interests by separate draft from 
the proceeds of the settlement if and when 
any such settlement is made. 

Now automobile medical payments cov- 
erage is something quite distinct from auto- 
mobile liability insurance coverage. I would 
note that for years such coverage has been 
available to pay medical expenses incurred 
by the named insured in such a policy or 
by anyone using the vehicle with his per- 
mission provided the accident occurred 
while such person was riding in or getting 


in or out of the vehicle. We have many 
cases of foot and ankle injuries resulting 
from getting in or out of automobiles. 
There is no schedule of benefits, such as 
an allowance of so many dollars for this 
operation or that operation, under medical 
payments coverage. The entire limits of 
liability under such coverage can be con- 
sumed by any type of treatment. I mean 
by that for illustration that if the injured 
party required an operation entailing a 
fee which might equal the limits of liabil- 
ity, the coverage would be fully applicable 
to that fee. Drug expenses might consume 
the entire limits of liability. It might be 
noted that under all medical payments 
limits of liability, medical expenses must 
be incurred within one year from the date 
of injury in order to 'be payable under such 
coverage. Likewise, benefits thereunder are 
payable without regard to any question of 
legal liability on the part of anyone which 
might figure in the cause of the accident. 
Medical payments coverage has always ap- 


plied to injuries sustained by all persons 
in the insured vehicle and not just the 
driver. 


Within the last year or two, medical pay- 
ments coverage on automobiles has been 
broadened to cover not only those cases 
which arise out of or happen while one is 
occupying or getting in or out of the auto- 
mobile but also covers the named insured, 
and any relative of the named insured who 
is a resident of the same household through 
being struck ‘by an automobile. We have 
many cases where an insured carries such 
medical payments coverage as it is now 
available and has a member of his family 
such as a child struck by an automobile 
with the result that medical expenses are 
payable for such injuries on the same basis 
as previously explained. 

I will now move on to what the insurance 
industry commonly calls public liability 
insurance. Such coverage is often afforded 
on stores, hotel premises and even private 


residences, the latter under the so-called 
comprehensive personal liability insurance 
contracts. Here again, as in the instance 
of automobile liability insurance, settle- 
ments are contingent upon issues of legal 
liability. The same suggestions concerning 
possible payment of bills under this cov- 
erage would apply as those referred to in 
my comments on automobile liability in- 
surance coverage. At the same time, it is 
wise to note that some businesses supple- 
ment the liability coverage by carrying 
medical payments coverage to inure to the 
benefit of persons such as customers who 
are injured while on their premises. To the 
best of my knowledge, just about all per- 
sonal liability insurance policies that I 
have ever seen carry medical payments 
provisions to cover injuries to persons in 
certain categories who are on the insured’s 
premises or injuries to others which are 
caused by an act or acts of members of the 
insured’s family or by animals owned by 
an insured. Likewise, medical payments 
coverage under that form of insurance pro- 
vides for the payments of bills without re- 
gard to any question of legal liability. 
Another form of insurance which per- 
haps causes the bulk of the paper work 
requested of doctors by insurance com- 
panies is represented by personal accident 
and hospitalization forms and group acci- 
dent and hospitalization forms. The pri- 
mary distinction between these types of 
contracts is that those that I have referred 
to as personal or individual policies are 
purchased by an individual from a given 
insurance company. The group contracts 
are those usually carried by a large business 
or its employees. Most group plans are 
tailor made according to the desires of the 
risk as far as may be possible. Nearly all 
hospitalization contracts whether written 
on a personal basis or falling in the field 
of what I have referred to as group hos- 
pitalization contracts, contain a schedule 
of benefits where operative procedures are 
necessary as part of the medical attention 
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required. Off-hand, the main suggestion 
which I can make to doctors handling cases 
involving these forms of insurance is that 
they attempt to become as familiar as pos- 
sible with the particular benefits of those 
contracts with which they are most often 
confronted, so that they may know what 
bills they can expect to be paid thereunder 
and what they must look to the patient for 
payment of. Where questions exist, a doc- 
tor should not hesitate to call or have his 
secretary call the insurance company in- 
volved in order to obtain clarification of 
questions along those lines. 

In conclusion, I would emphasize that 
I have been able to touch only upon some 
of the highlights in the types of coverage 
I have commented on. I believe that all 
of you will realize that when you are treat- 
ing patients who advise that they have in- 
surance which will pay their bills, it is 
highly important to determine not only 
the name of the insurance carrier and the 
policy number if possible, but the particu- 
lar type of coverage which is allegedly in- 
volved. For instance, I have seen many 
cases where a patient tells the doctor that 
he carries automobile insurance; then, after 


the treatment has been rendered, the pa- 
tient has gone on his way, and the doctor, 
in looking around for payment of his bill, 
is dismayed to find that the patient car- 
ried only automobile liability insurance 
coverage and the same does not afford any 
source of payment of the bill in the par- 
ticular instance involved. On the other 
hand, some reasonable familiarity with 
what may and what may not be covered 
under this or that form of insurance will 
often enable the doctor to call to the pa- 
tient’s attention the necessity of inquiring 
through his insurance agent as to whether 
he may or may not have a policy which 
will cover his injury. In that manner, the 
doctor involved has performed, in those 
cases where it turns out that there is ap- 
plicable insurance of which the patient 
was not aware, a favor to the patient and 
a favor to himself in the sense that he has 
an assured and ready source for payment 
of his bill. 

I will now endeavor to answer any ques- 
tions which those among you may see fit 
to ask in my field. 


909 E. Main St. 


“Forsake not an old friend, for the new 


is not comparable unto him. A new friend 
is as new wine; when it is old thou shalt 
drink it with pleasure.” 


—Ecclesiasticus 1X, 10 
(Circa 180 B.C.) 


CLINICALLY SPEAKING 


A place for the more informal presentation of reminders, sug- 
gestions, notes, observations and technics of value in office prac- 
tice. Your contributions of short manuscripts or illustrative case 


CIRCUMSTANTIAL METATARSALGIA 
MICHAEL V. SIMKO, D.S.C. 
Bridgeport, Conn. 

A LATER development infrequently re- 
solves a diagnosis that originally puzzled 
the practitioner. The writer, for example, 
had an uncommon experience with a physi- 
cian who had received small comfort from 
his colleagues and seemingly as a last resort 
appealed to us for relief. 

Dr. A. complained of an ache in the 
metatarsal area,-but instead of the usual 
tenderness in the region of the metatarsal 
heads the pain seemed more defined to the 
dorsal section, radiating somewhat posteri- 
orly. Plantar palpation evoked no special 
reaction, nor painful pressure spots; but 
palpation dorsally brought a remark when 
our finger explored the interosseous area 
between the 3rd and 4th metatarsals. 

Inflammation or swelling was not evi- 
dent. Fatigue, extensive walking, as in golf, 
did not aggravate the condition. Painful 
sensation prevailed at rest, in bed, as well 
as in standing or walking. Flexion or ex- 
tension of the toes on the foot caused no 
pain, and demonstrated free motion. 

Routine treatment for metatarsalgia pro- 
vided little relief. Thomas crossbar (re- 
verse heel) was recommended, but did not 
prove completely successful. 

Several months later Dr. A. returned with 
a new symptom when a tender heel inter- 
fered with his golf game. One of his col- 
leagues, after strapping his arch, suggested 
corrective shoes or arch plates. However, 
none of his staff members advised radio- 
graph. 

The radiographic reading ultimately re- 
vealed not one condition, but two. The 
first condition, as we suspected, proved to 


histories will determine this section’s usefulness. 


be a subcalcaneal exostosis. The second 
proved to be a foreign body. (See Fig. 1.) 
Instead of the metatarsalgia, improperly 
diagnosed earlier, the symptoms were 
caused by a tiny needle fragment. — 


Fig. 1—Needle fragment encircled. 


A combination appliance with the con- 
ventional heel cup relieved the heel. The 
discomfort in the metatarsal region seems 
to have improved also; at least nothing 
more has been said about it. 


955 Main Street 
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DIAGNOSTIC WIRING 
FOR RADIOGRAPHS 


LEONARD HYMES, D.S.C. 
Pleasantville, N. J. 


While researching some forefoot rehabili- 
tion problems on callous formation in par- 
ticular, and helomata as a side issue, there 
was a question of getting the exact outline 
of the callus, as well as its relationship to 
the underlying bony structures. 

Radio opaque ointments oozed, did not 
show exact outlines and clouded the very 
bony parts that needed the closest scrutiny. 
Metal dots not only did not show the exact 
outline of the excrescences, but completely 
obscured the shadows of the skeleton. Metal 
screening was not flexible enough, there was 
the danger from the metal fragments and 
again the clouding of the involved areas. 

The ideal solution for the project seemed 
to be the use of No. 26 or No. 28 soft brass 
or copper wire. It is soft enough to mould 
with the fingers, it can easily be cut with a 
scissors or smal] wire nippers, and its radio- 
graphic tracing is so thin that it does not 
interfere with visualization. 

The wire is shaped to the exact config- 
uration of the lesion and adhered with 
small strips of adhesive tape or one strip of 
an appropriate width. The wire completely 
delineates the callus or corn but does not 
obscure bony structures in oblique or spe- 
cial views. The foot can be flexed, twisted, 
stood on, shod or corrected with appliances. 
The marking will always be in relation to 
the underlying structures, coverings or cor- 
rections. Helomata within a callus can be 
further wired. 

In studying over 1,200 radiograms with 
this wiring, some of my impressions are: 

1. Callus under the Ist metatarsal usu- 

ally forms under the sesamoids. 

2. Under the lesser metatarsals, with few 
exceptions, callus forms under the 
metatarso-phalangeal joints. 

For the purposes of this project, calluses 

were divided into two groups: Stress type, 


due to friction setting up stress factors 
within the skin. Stress callus, when ex- 
amined under the wired x-ray study, 
showed 2/3 of the body of the callus to 
be anterior to the metatarso-phalangeal 
joint lines. Compression type, due to 
weight bearing causing compression stresses 
within the skin. This callus has 2/3 of 
the body posterior to the metatarso- 
phalangeal joint line. 

There can be mixed groupings of these 
two types of callus on one foot due to 
torsion and faulty weight bearing. 


Calluses move. When taking 3. ex- 
posures of one foot, one completely at rest, 
one non-weight bearing test and one on 
complete weight bearing, a movement of 
callus of up to 34” in relation to under- 
lying bony landmarks may be observed. 
Between the non-weight bearing rest and 
weight bearing, the average movement 
seems to be about 4”. This may help ex- 
plain why pads applied to the foot for the 
relief of callused areas lose their effect 
when applied to a shoe or made from a non- 
weight bearing cast. Callus often moves 
medially or laterally about 144” to 4” in 
a shod weight bearing picture, but this is 
apparently much less than other move- 
ments. Allowing a patient to walk a bit 
with the wire applied, occasionally will 
affect the location of the callus from rou- 
tine weight bearing study. 

As a result of these studies, this office has 
evolved a series of impression appliances 
that take into account this callus movement. 


Wiring out painful areas, skin lesions 
and subcutaneous growths, will give the 
average practitioner valuable diagnostic aid 
and insight into osseous landmarks. 


Wiring out corrective portions of an 
appliance and then wiring out sections of 
the foot that are to assume this correction, 
will reveal to practitioners many faults usu- 
ally overlooked. 

214 S. Main St. 
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NON-SURGICAL REDUCTION OF 
GRANULOMA AND KELOIDS 
J. A. DesFORGES, D.S.C 


Houston, Texas 


WHEN performing surgery on the foot we 
must be prepared to cope with complica- 
tions that may arise from that surgery. 
Two common types of complications, other 
than those purely microorganic, are keloids 
and granuloma pyogenicum. 

Keloids are fibrous growths of connective 
tissue appearing following surgical in- 
cisions or irritation of a scar. They are 
easily identified in the skin as firm, smooth, 
raised bundles of hyaline connective tissue, 
with a reddish hue following the line of 
incision. Roentgen therapy has been the 
most frequent choice of therapy for keloids. 

Granuloma pyogenicum usually occurs 
in conjunction with incurvated toenails. 
But it may occur after the excision of the 
offending part of such a nail. This is usually 
treated by excision or cauterization. 

It has been this writer’s experience that 
both of these complications can be treated 
without x-rays or further surgery. 

In one particular case, an exostectomy, 
there occurred post-operatively a keloid. 
Rather than perform a second surgical pro- 
cedure over the first incision, it was decided 
to first try an ointment incorporating hydro- 
cortisone. Pantho-F®! 2% hydrocortisone 
was the ointment of choice. The patient 
was instructed to place a small amount of 
the ointment on the keloid twice a day and 
cover with a sterile dressing. Within three 
weeks the keloid had resolved. 

In another case where granuloma oc- 
curred after surgery for correction of in- 
curvated nail, Pantho-F 2% was again pre- 
scribed. The patient was instructed to place 
a small amount of the ointment in the nail 
groove twice a day and cover with a small 
adhesive with gauze strip. Two weeks later 
the proud flesh had resolved. 


®' U. S. Vitamin Corporation 


Before proceeding with further surgery 
or cauterization to correct the above com- 
plications, it is suggested that an hydrocor- 
tisone ointment be given a three-week trial 
period. If after the trial period of hydro- 
cortisone ointment there is no resolution of 
the keloid or granuloma, then surgery or 
cauterization can be instituted. 


1127 Walker Ave. 


VERRUCAE THERAPY 
A Case Report 

JAMES BLUME, D.S.C. 

New Haven, Conn. 

A waite male, aged 19, entered the Derma- 
tology clinic at the U. S. Naval Hospital* 
with a history of subungual verrucae and 
accompanying hyperkeratotic areas involv- 
ing all the fingers of both hands. There 
were also lesser isolated verrucae over the 
dorsa of both hands, and a single one on 
the inferior of the wrist of the right fore- 
arm. He was referred by the dermatologist 
to the chiropody clinic, a division of the 
orthopedic department. 

The patient stated that he had been 
troubled with this condition for a period 
of two years. He also stated that he had 
been to a prominent New England Clinic, 
where he was refused treatment by the staff 
dermatologist, because “the case was too 
far gone.” This was never confirmed. There 
was evidence of anxiety in the patient with 
continual onychophagy. Hypertension was 
not present and the blood picture was not 
significant. 

Upon close examination a blanched area 
of tissue beneath the anterior portion of 
each nail was observed, extending along 
the ‘breadth of the nail to about the anter- 
ior margin of the lunula. There were ac- 
companying typical verrucous patches, com- 
parable to that of the humida type lesion. 
There was no pain on regular every day 


*U. S. Naval Hospital, Camp LeJeune, N. Car. 
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use of the fingers, except when the patient 
had to encounter extreme pressures. Force- 
ful palpation also caused discomfort. 

The patient was put on limited duty and 
strict regime was instituted. Thrice weekly, 
the patient would return for intradermal 
administration of a Vitamin A preparation 
following subcutaneous injections of 2 cc’s 
of Xylocaine®! about 14 inch proximal to 
the eponychium of each finger, infiltrating 
laterally to anesthetize the entire distal por- 
tion. With a 26 gauge, 1% inch needle, .5 
cc’s of Keramin®* solution was injected 
into each finger subungually, extending 
from edge to edge. Vitamin A capsules, 
100,000 units were directed to be taken— 
one T.I.D., P.C. The isolated areas on the 
dorsum of the hands and wrists were eradi- 
cated iby hyfrecation. The distal ends of 
the fingers were painted with a 2% soiu- 
tion of Gentian Violet to prevent further 
biting of the nails. This therapy continued 
for one month with absolutely no results 
and with great pain experienced by the 
patient. 

Because of failure here, chemotherapy 
was then instituted. Bichlorocetic and sali- 
cylic acid 60% were used in conjunction, 
application being to all fingers of the left 
hand with adequate dressing and rubber 
finger cots. 

The patient returned in one week (ex- 
periencing much pain in the interim) and 
the bandages were removed followed by 


Astra 
@®* Campbell Pharmaceutical Co. 


debridement. Healthy tissue was now ap- 
parent with only minute areas of verrucous 
tissue. The fingers were then “touched up” 
with 75% silver nitrate sticks. It was noted 
that the right hand appeared to have im- 
proved somewhat spontaneously. Because 
of the previous pain, no treatment was in- 
stituted on the right hand. 

I saw the patient one week later after he 
returned from a three-day liberty to his 
home town. I noticed, for the first time 
since treating him, that he now appeared in 
a much less tense state. There was not a 
sign of verrucous tissue on the chemically 
untreated right hand, and after superficial 
debridement of the left hand it also ap- 
peared clean. 

The patient was returned to full duty, 
with an appointment to return in one 
month. He did so return, with a complete 
absence of all lesions being noted. The 
case was then referred back to the Derma- 
tology clinic. 


Summary 

A young man, with a difficult cosmetic 
problem of verrucous involvement of his 
hands, was treated. Treatment was pro- 
longed and accompanied with much pain, 
but with unusually gratifying results. 

Can we attribute the success to persist- 
ence of treatment, non-discouragement, 
pharmaceuticals involved, regression of 
anxiety or just natural involution which 
might have occurred without medical inter- 
vention? 


869 Whalley Ave. 


Keep searching for the other fellow’s good points. Remember, he has to hunt 
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PRESIDENT'S MESSAGE 

Directing the affairs of a great professional organization is a truly humbling 
experience. One is forced to recognize the limitations imposed as he views the 
magnitude of the job to be done in terms of time and capacity. As the dedication, 
the enthusiasm and the will to perform grow to maturity, the ephemeral tenure 
of office as chief executive expires. This President acknowledges that much of 
the substantial accomplishment of this administration is due to the high quality 
of the executive associates with which the membership has provided him. No 
group of men within our midst has been more sincerely devoted to the high pur- 
poses of our profession than has been your entire executive body. Your retiring 
President is extremely grateful to them. 

At its inception this administration pledged itself to the prosecution of but 
a limited number of objectives in the hope that it might crystallize substantial 
activity in a few areas of prime significance. This has indeed been the operational 
format during this year. A generalized advisory on Blue-Shield programs was 
provided for each state. Participation in Blue-Shield programs is an obligation 
we must assume in the public interest. It also provides a mutual opportunity for 
increasing our interprofessional relations, as well as securing our economic 
stability. 

Opportunities for promoting medical relations at the state level have been 
enhanced by making available large scale exhibits from the Audio-Visual Com- 
mittee and directives of operation from the Medical Relations Committee. Our 
association with government and labor programs has been greatly strengthened 
and expanded. 

With the establishment of the Fund for the Advancement of Podiatry- 
Chiropody Education, we are beginning to make a beginning in alleviating our 
school problem (student recruitment, faculty, physical plant, and research pro- 
grams) which, during this year, has degenerated to crisis proportions. 

If the year just ended has been our year of destiny, then the year just begin- 
ning must be our year of decision; to shape and determine what that destiny shall 
be. The time has come when we must decide for ourselves what shall be the 
future of Podiatry-Chiropody, lest others decide for us. 

We must ask ourselves the following: 

1. Shall we be foot technicians or foot physicians, or 
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Shall we continue as an ancillary handmaiden to the practice of medicine, 
or shall we endeavor to be incorporated as a specialty within organized 
medicine, or 

3. Shall we continue to develop as physicians of the foot within the frame- 

work of our present identity. 

There are those among us who believe our survival as a significant facet of 
the public health structure requires that our course be made to equal that 
of general medicine. Further, they recommend that such matriculation lead to 
a degree of M.D.P. or M.D.C. 

On the other hand, there are still advocates of decreasing the amount of 
training and returning to the old definition of Chiropody-Podiatry with a scope 
of practice circumscribed and limited to the superficial lesions of the foot. 

This officer is unalterably convinced that the path of our development must 
be broadened, the spectrum of our growth increased and our development fostered 
and encouraged. We must continue to develop as physicians of the foot, and only 
the foot. We are obligated to the people of America in this regard. They have 
come to recognize the great need for and are demanding a greater quality and 
greater quantity of foot health for themselves and their families. We have 
assumed the responsibility as guardians of the national foot health. We must 
fulfill that responsibility. It is accordingly required that each of us pledge much 
of his resources and energy toward the development of our schools into prime in- 
stitutions of scientific and educational advancement. It is only through the de- 
velopment of our schools that we can give substance to the form that has been 
enunciated in our statement of policy which declares that Podiatry-Chiropody 
is that specialty of medical practice which includes the diagnosis and/or the 
medical, surgical, mechanical, physical and adjunctive treatment of the diseases, 
injuries and defects of the human foot. 

As a last recorded act, this retiring officer wishes to pledge his aid and co- 
operation to succeeding administrations in accomplishing the common objective. 

The Association is particularly fortunate in that its new President, Dr. 
George E. Guenzler, will provide the kind of leadership and direction that is 
required to meet the manifold challenges of our time. He is blessed with a 
moral and intellectual integrity, which enhances his ability to follow through. 
He too will have the advantages of an able and devoted council. Let us all pledge 
to them our support and cooperation. 

My good wife Zelda, who has shared both the joys and tribulations of the 
high office which you afforded me, joins with me in an expression of gratitude 
to the hundreds of practitioners and their families through this great nation, 
for their innumerable gracious courtesies. We pray that the Good Lord will 
bestow His favors upon all of you. 


Jonas C. Morris, D.S.C. 
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THE CHIROPODICAL ASSISTANT, YOUR GIRL "FRIDAY" 


Ir you have ever been admitted to a hos- 
pital as a patient, your first reaction, gen- 
erally, is one of fear; fear of the strange 
surroundings and the events in store for 
you. Suddenly, upon the appearance of 
the pert nurse who greets you in a most 
charming and reassuring manner, your 
symptoms of illness seem to disappear tem- 
porarily and your fears vanish completely. 
You develop the feeling that your stay will 
be quite pleasant as the nurse attends to 
your comfort and well being with calm 
efficiency in a friendly, tactful manner. 
Like the nurse, your assistant is responsible 
for making the visit of your patients as 
comfortable as possible. In her trustworthy 
hands lies the key which determines what 
people think of you and your office, the 
good will of your patients, for she is the 
doctor’s ambassador. While the hospital 
nurse has a pleasing personality, combining 
graciousness, friendliness, courtesy and un- 
derstanding, your assistant’s office person- 
ality, too, should combine all these at- 
tributes as both must be prepared to meet 
any emergency with level-headed com- 
posure. 

In selecting an office assistant careful 
screening and testing of applicants is a wise 
solution rather than the hit-or-miss ap- 
proach. First and foremost, does she like 
people and enjoy helping people? Her 
personality check-up should combine 
friendliness, kindness, tact and sympathy 
towards the doctor’s patients. A _ loyal, 
charming and well-trained assistant can be 
your biggest public relations asset. The 
effects of her qualities on the patient's 
morale will be remarkable as well as soul- 
satisfying. 

Efficiency with attention to details must 
be impressed upon her. Clarifying her 
duties specifically on office procedure will 


MIRIAM SHOR, R.N. 
Los Angeles, Calif. 
avoid tragic mistakes—but don’t expect her 
to learn everything the first day. Encourage 
her to come to you when she has a grief or 
suggestion. Employing a good assistant 
can save you time and money and a good 
salary must be taken into consideration. 
It is foolhardy to engage an assistant merely 
because of her willingness to work for less 
wages. Working overtime periodically may 
be expected, but their loyalty can be shown 
appreciation in numerous ways—with a 
little extra time off during a lull in practice 
or with a substantial bonus come holiday 
time. 

Creating a good impression in the form 
of being a neat and attractive assistant is 
“good medicine” for any patient. Wearing 
a white uniform creates a fresh, young pro- 
fessional look to the assistant and has a 
comforting psychological effect on patients. 
If she wears a white cap and is not a reg- 
istered nurse, she should not violate profes- 
sional etiquette by wearing the cap outside 
the doctor’s office. Comfortable shoes in 
good repair is a requisite both on and off 
duty. 

The typical chiropodical assistant serves 
as a combination nurse, secretary, reception- 
ist, practical psychologist, assisting with 
your office work and patients. Versatile, 
isn’t she? Her daily procedures may in- 
clude: 1) Supervising the reception room, 
greeting, dealing with, and dismissing 
patients. 2) Answering the telephone. 
3) Scheduling appointments. 4) Handling 
the doctor’s correspondence. 5) Keeping 


histories and routine information up to 
date, correctly filed and readily available. 
6) Billing and collecting accounts; main- 
taining the financial records. 7) Carrying 
out other secretarial duties such as typing 
lectures and keeping track of engagements. 

She is often asked to assist in some of 
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the office clinical and surgical procedures. 
Special training may be required to carry 
out these duties independently. The doc- 
tor is usually willing and anxious to ex- 
plain the methods of procedure to his 
nurse so that she may in time put them into 
practical experience. Her assistance can 
prove invaluable in taking casts and im- 
pressions of the feet, taking x-rays and de- 
veloping, giving various modalities of 
physiotherapy under supervision, assisting 
with laboratory procedures, a daily check 
to see that fresh supplies are on hand and 
ordering needed items, keeping the cabinet 
drawers in treatment rooms in orderly fash- 
ion, changing solutions for sterilization of 
instruments frequently, weekly sterilization 
of instruments, containers, etc. A small 
autoclave is a necessity for the chiropodist- 
podiatrist who does office surgery because 
it allows for an ample supply of sterile 
instruments and surgical supplies to be 
available for emergency use as well as 
scheduled surgical procedures. 

Attending to office details and unfailing 
vigilance is the assistant’s responsibility. An 
efficiently run office denotes a competent 
assistant and bears a welcome sign to 
patients, 

The importance of maintaining patients 
office confidences cannot be over-stressed as 
they have a tendency to confide in the 
assistant about their personal life and prob- 
lems, and, no doubt, she’ll be trusted with 
many. Curious patients will often ask 
personal questions about other patients or 
the doctor. A tactful, courteous refusal 
without giving offense will discourage fur- 
ther questioning. Then change the sub- 
ject. She must also refrain from advising 
patients, even when they seek advice on 
personal matters. Patients tend to identify 
every remark with the doctor himself. Keep 
confidential papers, letters, case histories, 
and even the appointment book out of the 
reach of curious eyes. This is protection 
for the doctor and the assistant. 


If patients are kept waiting long, the 
situation should be explained, as it is often 
a source of irritation to the patient. Show 
some concern by giving the patient the 
choice of waiting or of making a new 
appointment. When the doctor is unex- 
pectedly called out of his office, his recep- 
tionist should explain in words to this 
effect: “Dr. Brown has been called out of 
the office on an emergency and may be an 
hour or so in returning. He is very sorry 
for this inconvenience and asked me to in- 
quire whether you wish to wait or would 
you like a new appointment.” Or: “Per- 
haps, you’d like to shop and come back in 
an hour. I feel sure the doctor will be able 
to see you then.” This will avoid further 
resentment on the part of the patient and 
consideration that a patient’s time is valu- 
able, too! 

Using an appointment book marked off 
in fifteen to thirty minute intervals also 
serves as a record in billing. Therefore, 
careful entry of all appointments and can- 
cellations is important. Keeping a separate 
daily log or running list of patients, with 
date, time, treatment, fee collection and 
balance due serves a dual purpose espe- 
cially in preparing income tax. Here are 
some scheduling suggestions: 1) Arrange 
office hours to fit community needs. Some 
doctors hold evening office hours two or 
three times a week for the convenience of 
working patients. 2) Schedule all appoint- 
ments, using tact and finesse to convey the 
impression that you are trying to arrange 
a time when the patient can be given com- 
plete attention. 3) Allot given times for 
first visits, checkups and other procedures. 
Adjust the schedule to fit your practice. 
4) Don’t make conflicting appointments. 
5) Don’t overcrowd the schedule. Allow- 
ing a vacancy or two during the day for 
catching up or as “breathers” is a wise 
action. 6) Schedule house calls at hours 
not conflicting with office hours. 7) Fit re- 
ferred patients and patients without ap- 


pointments into your schedule as best as 
you can. 8) If it is necessary to refuse an 
appointment, always explain why. 9) If it 
is necessary to cancel an appointment, 
notify the patient and make a new one. 
10) Always give patients a written or oral 
reminder of their appointment. Above all, 
do not quote fees over the telephone for 
ethical reasons. 

The telephone is an instrument which 
requires special handling. A pad and pen- 
cil beside the telephone to jot down mes- 
sages is a necessity. Identify yourself and 
the office promptly and properly. “Dr. 
Brown's office, this is Miss White, the recep- 
tionist, speaking.” Put a smile in your 
voice by welcoming each caller as warmly 
and as courteously over the phone as in 
person, and it will be easy to establish cor- 
dial patient-relations at once. If possible, 
the assistant should find out whether the 
call is an emergency; if not, the doctor can 
call back at his convenience. Sometimes a 
word of assurance from the doctor is all 
that is needed at the moment. A patient 
has a right to talk to his doctor and cannot 
always be headed off by an assistant. 

The chiropodist-podiatrist’s reception 
room should bear the “welcome” sign, for 
the patient gets his first impression of the 
doctor as he enters the room. No one 
wants to consult a doctor where the sur- 
roundings are depressing and uninviting. 
Have your patient’s welfare at heart by dec- 
orating your reception room comfortably 
and attractively, bright but not gaudy, 
planned for the patient’s comfort and en- 
joyment with furniture arranged for read- 
ing, writing and conversation. It should 
be well ventilated and arranged for pos- 
sible storage space for coats, umbrellas, 
etc. Provide an assortment of popular 
magazines and adequate reading light. 
That “something extra” which pleases pa- 
tients may include a bulletin board present- 
ing foot health educational material and 
other interesting subjects, a children’s corner 


with small scale furniture and playthings, 
TV helpful in keeping children occupied. 
Pictures, posters and plants lend it charm. 
Other suggestions may include a lighted 
aquarium or piped-in restful music. The 
pay-off for your consideration will come in 
pleased patients. 

To start off the day, here’s a typical 
warm welcome: “Good morning, Mr. Jones. 
I see you are right on time! Dr. Brown 
will see you directly. Won't you sit down? 
There are some new magazines on the 
table.” A girl who dislikes or becomes im- 
patient with people is a misfit in the doc- 
tor’s office. Rich or poor, every patient 
should be treated with the same considera- 
tion. No matter how important or humble, 
recognize each patient as an individual. 
Greet the patient in reassuring manner 
shying away from over-familiarity. On the 
second visit, the nurse might greet the 
patient like this: “Good morning, Mr. 
Jones. How’s that son of yours at the uni- 
versity? Is he still playing football?” A 
little conversation about his family, his 
hobbies, or his work will prove you recog- 
nize him as an active interesting individual. 
Your assistant’s personal touch identifies 
her as a valuable personality in your office. 
It’s a wise assistant who is well informed 
on the broad scope of chiropody-podiatry, 
keeping in tune with the times, voluntary 
health plans and insurance benefits. 

Politeness and tact in dealing with other 
doctors, detail men, friends and salesmen 
intent on seeing the doctor is important. 
Community requests should be discussed 
with the doctor. They, too, must carry 
their share of community responsibility, 
especially in the health and welfare area. 
Sooner or later they become members of 
one or two community organizations. Keep- 
ing the parade of people happy requires 
sharp judgment and smooth techniques. 

As patients leave after seeing the doctor, 
the assistant schedules the next appoint- 
ment in the book and on a reminder card 
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for the patient. If the time is distant, in- 
form the patient you will notify her in 
advance. If the patient says, “My feet are 
healthy, why should I return?” Your 
nurse might reply, “We want you to keep 
them that way. If your feet are all right 
on the next visit, Dr. Brown will tell you.” 
When the time arrives for the assistant to 
notify the patient, the nurse should say, 
“Mrs. White, I’m calling to remind you of 
your appointment Saturday at 11 A.M.” 
Refrain from arguing with the patient if 
she can’t make it. Say, “I'll give the doctor 
your message.” The doctor then calls say- 
ing, “My nurse tells me that you cannot 
come in Saturday as you promised, why? 
Yes, but you let me decide if your feet are 
all right. If they are, I’ll let you go home.” 

At the end of the visit is usually the time 
to discuss financial arrangements, too. Tact- 
fully, your nurse should say, “How would 
you like to handle your bill?” “If you tell 
us how you would like to take care of it, 
we'll be happy to cooperate. How much do 
you think you can set aside? However, 
if you can write a check for the full 
amount, then we can all get it off our 
minds. Due to certain technical and lab- 
oratories’ fees to contend with, we prefer 
that you make a down payment to take care 
of this.” 

Every patient should be told goodby in a 
friendly fashion. If she has time, the nurse 
should walk to the door with the patient. 
She might add, “See you soon.” If it is the 
patient’s last visit, she may want to say, “I 
certainly hope you won’t have any more 
trouble.” 

“How much will it cost?” is a patient’s 
first question, after he has seen the doctor. 
Naturally, the doctor’s first concern must 
always be his patients. Financial gain in 
the profession is a subordinate—but a nec- 
essary consideration. The doctor is en- 
titled to a just fee and must feel right about 
charging that fee. The patient must learn 
to accept the doctor’s moral right to charge 


a fee and consider the cost of Chiropodical 
care a desirable “investment.” An attrac- 
tive office plaque which encourages fee dis- 
cussions states simply: ““To All My Patients 
—I invite you to discuss frankly with me 
any questions regarding my services or my 
fees. The best medical service is based on 
a friendly, mutual understanding between 
doctor and patient.” The good will or ill 
will of patients is often dependent upon 
the way billing and collecting of fees are 
handled. Cost of chiropodical treatments, 
rehabilitation programs, surgical treat- 
ments, etc., should be discussed with the 
patient in advance to assure mutual under- 
standing. In some cases, the doctor may 
want to work out time or budget payment 
plans with patients in advance. The actual 
billing and collecting is the assistant’s re- 
sponsibility. Advance estimation and ex- 
planation of fees is one of the best public 
relations practices the doctor can adopt. 

If you follow these collection tips, you 
should be able to handle most collection 
problems with ease: 1) Get adequate in- 
formation on first visit. 2) Send itemized 
statements regularly. 3) Gauge patient’s 
ability to pay as accurately as possible. 4) 
When statements are ignored, begin me- 
thodical follow-up. 5) Send friendly, in- 
terested letter asking why payment has not 
been made and offering your assistance. 
6) Offer payment plans to patients who 
cannot pay all at once. 7) Never turn an 
account Over to an outside agency for col- 
lection unless you are certain you cannot 
collect it in your office. 8) Do not sue un- 
less you are certain the situation merits it. 
You might refer this reminder to patients, 
“In order to relieve the clinical load at the 
end of the month, we’ve adopted the policy 
of billing our patients upon completion of 
service. Your cooperation is appreciated.” 
Always encourage the patient to drop in 
at the office to discuss his reasons for non- 
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TECHNIQUES IN FOOT SURGERY 


L. R. McCAIN, D.S.C., F.A.C.F.S., and N. H. KETAI, D.S.C., F.A.C.F.S. 


Editors, Publications Committee, A.C.F.S. 


Illustrated case reports and discussions, suggesting approaches 
to podiatric surgery, from the files of the American College of 


Foot Surgeons. 


REMOVAL OF FIBROMA FROM 

DORSAL ASPECT OF FOOT 

A MALE patient, aged 41, seen at the office, 
presented a moderately large tumor mass 
located two centimeters posterior to the 
third metatarsophalangeal articulation left 
foot. It had become progressively larger 
over the period of the previous two years 
and was irritated by the shoe. It is our 
belief that any tumorous mass should be 
excised and submitted for microscopic 
study. 

Urinalysis findings were as follows: pH 
7.0; Spec. Gravity 1.014; Negative-sugar, 
acetone, diacetic acid and albumin. 

Blood count findings were as follows: 
Hemo. 15.2 Gm.; W.B.C. 6,100, R.B.C. 
4,500,000. Differential: Stabs. 4, Segs. 56, 
Lym. 34, Mon. 3, Enos. 3, Bas. 1. 

The preoperative oral temperature was 
98.6°, and the patient was given 114 grs. 
Nembutal®! one-half hour before surgery. 

After sterile technic was followed to the 
foot, anesthesia to the part was obtained 
by the use of three cc. Xylocaine Hcl.®? 
1% infiltrated in the area. Hemostasis was 
obtained by the use of a Martin Bandage 
around the ankle. 

Operative technic was as follows: An 
eliptical incision was made around the pe- 
riphery of the neoplasm. This incision was 
carried deep into the subcutaneous tissue. 
The incised area was grasped with Allis 
forceps, and by sharp dissection the mass 
_ and underlying tissues were removed. The 
sides of the incision were coaptated, and 
the wound closed with six 000 dermal 


®1 Abbott 
@2 Astra 


sutures of the interrupted type. A sterile 
compression dressing was applied. 

The patient was given Empirin Com- 
pound®®* No. 3 q. 3h. if necessary. 

Postoperative treatment was as follows: 
On the third and eighth day a dry sterile 
dressing was applied. On the twelfth day 
the sutures were removed, and another dry 
sterile dressing applied. On the seventeenth 
day another dry sterile dressing was made. 
The patient was dismissed on the twenty- 
first day. 

The patient was off work three days, the 
recovery uneventful, and the results satis- 
factory. 

The pathology report showed it to be a 
benign fibroma showing inflammation and 
ulceration. 

J. W. Hembree, D.S.C. 


Comments: This is the usual procedure 
for a growth of this type. However, the 
importance of removal of growths on tie 
foot, and a pathological report on each, 
cannot be overstressed. 

L.R.M. & N.H.K. 


SURGICAL CORRECTION OF 

HALLUX RIGIDUS 

A MALE patient, aged thirty-three, seen at 
the hospital, was unable to walk comfort- 
ably because of pain in the metatarsopha- 
langeal joint of the great toe. Roentgeno- 
grams showed an exostosis at the dorsal 
aspect of the first metatarsal head, an en- 
largement and roughening of the proximal 
phalanx base, and the joint space markedly 
closed. 


®3 Burroughs Wellcome & Co. 
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Palliative treatment including meta- 
tarsal bars had given no relief. 

Blood count findings were as follows: 
Hemoglobin 86%, W.B.C. 5,600; R.B.C. 
4,510,000. Differential: Eosin. 2; Stabs. 4; 
Segs. 54; Lymph 35. Urinalysis Sp. Gravity 
1.020; Reaction 5.5; no albumin, sugar or 
acetone. Pus cells 1; Epithelial cells none; 
all others normal. 

The patient was given 114 gr. Nembutal 
Sod.®!, and 1/150 gr. atropine as pre- 
operative medication. General anesthesia 
was used. 

Operative technic was as follows: A 114” 
longitudinal incision was made medial to 
the Extensor Hallucis Longus tendon over 
the first metatarsophalangeal joint. The 
capsule was severed longitudinally and re- 
flected from the joint. The tendons and 
ligaments attached to the base of the prox- 
imal phalanx were dissected free, and the 
proximal one-third of the bone removed 
with a bone saw. The dorsal exostosis on 
the head of the metatarsal was removed 
with a chisel flush with the shaft, and 
rasped smooth. The capsule and subcu- 
taneous tissue was closed with 000 chromic 
catgut, and the skin with 000 dermal su- 
tures. The wound was covered with 
Telfa®?, and a sterile pressure bandage 
applied. 


®1 Abbott ®2 Bauer & Black 


Postoperative treatment was as foilows: 
In the past several years I have not re- 
dressed any wound, with the exception of 
one which was infected, until 1 removed 
the sutures. In this case there were no 
re-dressings, and the sutures were removed 
in twelve days postoperatively. At this time 
Tincture of Merthiolate and sterile gauze 
dressing was applied, and was removed two 
days later. Patient was instructed to take 
contrast baths daily, and if swelling oc- 
curred to use Ace Bandage. 

Patient was in hospital six days, but was 
ambulatory from second postoperative day. 
At the end of three weeks postoperatively 
played nine holes of golf. 

Robert L. Brennan, D.S.C. 


Comments: This is the Keller procedure 
for hallux rigidus, and is used very com- 
monly where more than an arthroplasty of 
the joint is required to get the necessary 
motion. It is also used very commonly in 
hallux valgus correction. 

We are inclined to agree on fewer re- 
dressings, therefore, taking no chance of 
contaminating the wound. However, it has 
been our practice to do a complete re- 
dressing at the end of seven days, whether 
or not the sutures are removed. 


L.R.M. & N.H.K. 


beautiful in my soul within, and that all external possessions be in harmony 
with my inner man. 


O beloved Pan and all ye other gods of this place, grant me that I be made 


Socrates 


PHARMACEUTICAL PREPARATIONS FOR THE PROFESSION 


HARRY L. HOFFMAN, Ph.G., D.S.C. 


Chairman, Council on Podiatry Therapeutics and Pharmacy 


A column devoted to preparations, new and old, with emphasis 
on their value and uses in everyday chiropody practice. This is 
a regular monthly column prepared from information furnished 
by the pharmaceutical house. We invite questions, which we 
shall endeavor to answer, or obtain the answer. 


Hemocoavit 

Description: Antihemorrhagic for oral and 
parenteral use. A combination of proved 
ingredients that combat the basic causes 
of hemorrhage, impaired blood coagula- 
bility and loss of capillary integrity. In 
both oral tablet and lyophilized intramus- 
cular injectable form. 


Formula: Oral—each tablet contains: 


Hesperidin Methylchalcone 45 mg. 
Vitamin K 5 mg. 


(Menadione Sodium Bisulfite) 
Injectable—each lyophilized 10 cc. vial 
contains: 


Vitamin C 300 mg. 
Hesperidin Methylchalcone 100 mg. 


Vitamin K 


(Menadione Sodium Bisulfite) 15 mg. 


FEC] 50 mg. 
Preserved with 
Phenyl Mercuric Borate . . .1:25,000 


Indications: Hemocoavit is indicated 
whenever control of bleeding is desirable, 
prophylactically or therapeutically. Surgi- 
cal procedures (particularly when _pete- 
chiae are present) general pre- and post- 
operative prophylaxis. 

Administration and Dosage: Orally, 4 to 8 
tablets daily. Intramuscularly, 1 vial daily 
in one single or divided doses (in emer- 
gency cases, one or more vials daily) . 

Caution: Hemocoavit Injectable contains 
50 mg. of procaine HC1. May be sensitiz- 


ing. 


Supply: Tablets, bottles of 50’s and 100’s. 
Injectable, single vials. On_ prescription 
only. By Wynlit Pharmaceuticals, Inc., 
Madison, N. J. 


Soy-Boro 

Description: Soyloid-reinforced Burow’s 
Solution. Contains aluminum sulfate, cal- 
cium acetate, boric acid and Soyloid (col- 
loidal soybean complex). The contents of 
each Soy-Boro Powder Packet added to one 
pint of ordinary tap water instantly pro- 
vides the equivalent of 1:20 Burow’s solu- 
tion plus increased colloidal protection 
supplied by Soyloid. 

Advantages and Uses: Soy-Boro, when 
used as a wet dressing, soak or therapeu- 
tic bath, has enhanced soothing, anti- 
phlogistic, antipruritic, astringent and top- 
ical protective action in a wide variety of 
dermatoses, dermatitis, complicated or 
threatened by infection, eczema and 
trauma. Reduces fluid loss from wounds 
and granulation. Abates inflammation by 
reducing serous exudates. Restores epi- 
dermal acids thereby maintaining the nat- 
ural defensive mechanism of the skin 
against infection. Easily prepared, imme- 
diately available and economical. Jt con- 
tains no lead. 

Indications: Contact or allergic derma- 
titis, urticaria, cellulitis, insect bites, cu- 
taneous abrasions, abscesses, carbuncles, 
ecthyma, pompholyx, poison ivy, acute 
dermatophytosis, vesicular and_ bullous 
microbids, acute paronychia, erysipelas, 
balanitis, chancroid, lymphangitis, sycosis 
vulgaris, wounds, from various causes, 
bruises, swellings and edema of the limbs. 
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Directions: Empty one powder packet 
into 8 or 16 ounces of tap water as desired. 
Stir until colloidal solution is formed. 
Stir solution before using. Use hot or cold 
as a wet dressing, soak or therapeutic bath. 

Supply: Powder packets in cartons of 12 
and 100. By Dome Chemicals Inc., 109 W. 
64th Street, New York 23, N. Y. 


Onycho-Phytex 

Description: Onycho-Phytex is a clear 
liquid for topical application, especially 
designed for control of mycotic nail infec- 
tions. It contains a recently developed 
antifungal compound, borotannic complex, 
in a penetrating vehicle of ethyl acetate 
and alcohol. 

Formula: Each | cc. contains: Borotannic 
complex (Derived from: Tannic acid-46 
mg., Boric acid- 29 mg.) , 75 mg.; Salicylic 
acid, 8 mg.; Ethyl alcohol (by volume), 
56%. 

Advantages: Onycho-Phytex is specifically 
intended for use in onychomycosis. It pro- 
vides, for the first time, an efficient anti- 
mycotic preparation with the degree of 
penetration and duration of contact 
required to eradicate this stubborn infec- 
tion. 

Action: Onycho-Phytex quickly dries to a 
colorless, adherent film which is gradually 
dissolved by normal skin moisture, with 
slow and sustained release of the active 
ingredient, borotannic complex. This com- 
pound is directly fungicidal, and also pro- 
duces a continuous antifungal environment 
by lowering the skin’s pH and inhibiting 
sweat production in the treated area. 

Administration: Visible improvement 
(healthy new nail growth) may require 
several weeks of therapy; cure may take 
several months. To minimize relapse, ap- 
plications should be continued for several 
weeks after all signs of infection have dis- 
appeared. Treatment can be greatly facili- 
tated and the course of therapy shortened 
by adequate debridement of the affected 
nails. 


Patient Instructions: Affected nails should 
be kept trimmed as short as possible during 
treatment, and cleaned thoroughly before 
each application. Onycho-Phytex is brushed 
on twice daily, morning and night, after 
ablutions. Care should be taken to im- 
pregnate thoroughly the folds, the free 
edge and the exposed undersurface of the 
nail. An additional one or two applica- 
tions may be made each day, and should 
be made if the film on the nails has been 
removed by intense manual work or fre- 
quent washing. 


Precautions: Onycho-Phytex is virtually 
nonsensitizing. However, if signs of irrita- 
tion develop, the medication should be 
temporarily withdrawn. 


Supply: In bottles of 30 cc. with brush 
attached, on prescription only. By Wynlit 
Pharmaceuticals, Inc., Madison, N. J. 


Phytex 
Indications: Dermatomycosis. 


Administration: Apply Phytex to the af- 
fected areas after the bath in the morning 
and at night before retiring. Area should 
be thoroughly cleaned prior to application. 
No dressing required. After intense manual 
activity or frequent washing, an additional 
treatment is advisable. Continue treatment 
at least two weeks after disappearance 
of clinical symptoms to avoid relapse. 


Composition: 92%, ester of borotrioxy 
benzoic acid in alcoholic solution of ethyl 
acetate. 


Supply: In bottles of 14 oz. with brush 
attached. By Wynlit Pharmaceuticals, Inc., 
Madison, N. J. 


The last paragraph, “Application” under 
CAL-O-B Tablets, Page 281 of the June 
issue of the Journal, properly belongs as 
the last item describing the product, Dome- 
boro in the May issue of the Journal, 
Page 223. Please excuse this inadvertent 
error. 


PODIATRY-CHIROPODY ABSTRACTS 


Editors of Local, State and Regional Publications are requested 
to provide copies to the Chairman of the A.P.A. Committee on 


ROBERT SHOR, D.S.C. 
LOS ANGELES, CALIF. 


Chairman, Committee on Publications 


Publications who is preparing this section of the Journal. 


FURTHER NOTES ON THE 
MANAGEMENT AND TREATMENT OF 
RESISTANT VERRUCA 

L. C. Gibbard. The Brit. C. J., 4:91-94. 
April 1958. 


One of the probable causes for an in- 
crease in the virulence of verrucae is that 
the war time shift of population and the 
introduction of service personnel from over- 
seas have introduced a differing strain of 
virus which is tougher to combat. The 
development of a new strain of virus by 
mutation has been suggested, occurring 
possibly as a result of increased atmospheric 
radiation level or in the course of X-ray 
treatment of warts. 

Gibbard believes that there have occurred 
changes of character and type as well as 
number of verrucae. The character change 
concerns their resistance to treatment. The 
change in type is shown by the more fre- 
quent occurrence of multiple verrucae and 
also of coalescent and mosaic types. 


The changes in character and type have 
necessarily called forth modifications in 
treatment. Monochloracetic acid is, on 
suitable sites, still an effective agent. The 
alternate salicylic acid, pyrogallol oint- 
ments are still giving good results but an 
alteration has been made in some cases with 
great benefit. This consists of freshly mix- 
ing for each patient equal parts of 75% 
salicylic acid ointment and 60% pyrogallol 
ointment. 

Gibbard discusses other alternative treat- 
ments such as the use of alkalis and carbon 
dioxide snow. He further elaborates on 
the treatment of verrucae on diabetics and 
the geriatric patient. 


SOME THOUGHTS ON BLOOD VESSELS 
S. Pitts. Chiropody Review. 4:19-20. 
April 1958. 
Pitts presents a histological review of the 
three distinct types of vessels; namely, 
arteries, capillaries, and veins, 


LESIONS OF THE FEET IN DIABETES 

(Reprinted from “The Insulin Pre- 
scriber.) Chiropody Review. April 1958. 

It is generally accepted that diabetics 
are more prone to arterial degeneration 
than non-diabetics. Signs and symptoms of 
peripheral arterial disease appear to mani- 
fest themselves after the age of forty 
reaching the maximum incidence in the 
over-sixty age group. In recent years the 
importance of peripheral nerve disease as 
a causal factor in lesions of the feet has 
been brought into prominence. 

Martin considers that diabetic arthro- 
pathies may be more common than reports 
would suggest and quotes a number of 
cases of degenerative bone disease with 
lesions closely resembling Charcot joints. 
Oakley et al draw attention to the im- 
Academy, Miss Fox is well known in 
portance of diabetic neuropathy occurring 
alone or in conjunction with ischemia, as 
a factor in the production of localized 
ulceration and gangrene. The loss of sensa- 
tion of pain is an important diagnostic sign 
in diabetic neuropathy. Oakley classifies 
lesions of the feet into the following groups: 
Septic, neuropathic, ischaemic, and com- 
binations of the foregoing. 

The value of prophylaxis cannot be too 
strongly emphasized. Instruction sheets on 
the care of the feet issued to diabetic pa- 
tients should be simple, emphasis being 
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placed on the necessity of reporting any 
pain, redness, swelling or inflammation im- 
mediately. 


THE MANAGEMENT OF THE DRY SKIN 

E. J. Moynahan, The Chiropodist. 
5: 129-132. May 1958. 

A dry skin is a vulnerable skin and its 
owner is liable at any time to become a 
casualty because of this. Dry skin may be 
congenital or acquired, generalized or local, 
permanent or temporary, genetic or en- 
vironmental in origin. It may sometimes 
follow nutritional deficiency or represent 
a cutaneous manifestation of a systemic 
disease. In recent years several important 


advances have been made in our knowledge 
of the structure of keratin fibrils which 
have considerable bearing on the problem 
of dry skin. 

The human epidermis is an epithelium 
which produces a solid protective layer of 
dead “cells” or squames on its surface. 
Each horny squame is made up of outer 
husk, consisting of fibrils of the tough 
fibrous protein, keratin, which surrounds 
an inner kernel of lipid material. Keratin 
has the property of binding water, and 
Moynahan discusses this property in great 
detail. The author also presents some 
physio-chemical properties of the horny 
layer and the local treatment for dry skin. 


YOUR GIRL FRIDAY 
(Continued from Page 391) 

payment or to write a letter to the doctor 
explaining the circumstances. ‘Money 
collected on bad accounts through the tac- 
tics of unscrupulous and hardboiled col- 
lection agencies is a poor offset against the 
loss of good will for the individual doctor 
and the profession.” The assistant can 
prove herself valuable by capable handling 
of fee collections and problems, based on 
an understanding of human nature and 
an ability to handle people. 

Better public relations can become more 
effective for the chiropodist-podiatrist and 
the entire profession by practicing good 
management, having adequate space and 
facilities to treat all patients, employing 
adequate, qualified personnel, giving care- 
ful attention to business operations of prac- 
tice, never overcharge—never undercut, giv- 
ing the best chiropodical service possible, 
set fees fairly, reduction or cancellation of 
fees when circumstances warrant special 
consideration, helping to save the patient 


money when possible, itemize statements 
and send bills regularly, offer long-term 
installment plans to patients who have difh- 
culty in paying, promotion of voluntary 
health insurance plans; cooperation with 
insurance companies and patients in insur- 
ance details, and finally, following through 
on collections keeping P.R. principles al- 
ways in mind. 

The chiropodical assistant handles all 
the doctor’s correspondence and routine 
office records. She will want to help in 
every way possible. She may be asked to 
type manuscripts and speeches. She can 
also help in scanning periodicals for mate- 
rial related directly to the field of 
chiropody-podiatry. There will always be 
paper work in connection with insurance 
and compensation claims. Yes, your assist- 
ant’s job is a full one, but it will be reward- 
ing to her with the personal satisfaction she 
derives from working side by side with you, 
THE CHIROPODIST-PODIATRIST, in 
serving the people of your community. 
4233 Don Mariano Drive 
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DIGESTS FROM THE LITERATURE 


Anyone wishing to read the complete article, if not available in 
your local library, may borrow it through interlibrary loan. A 
microfilm may be borrowed from the National Medical Library, 
Washington 25, D. C., or a photo-duplication may be obtained 


from that library. 


CIRCULATORY SYSTEM 
Use of Drugs in the Treatment of Periph- 
eral Vascular Disease, J]. M. Steele and 
W. Redisch. J. Chronic Dis. 4: 327-30, 1956. 


The action of the various drugs devel- 
oped for dilating peripheral vessels may 
be considered as antiadrenergic (adreno- 
lytic) , ganglionic blocking, or central (in- 
hibiting the sympathetic centers in the 
brain). Of the adrenergic drugs, Dibena- 
mine although potent is not widely used 
because it must be given intravenously and 
because it has strong after-effects. The 
closely related drug, Dibenzyline, is given 
orally and has most of the reactions of 
Dibenamine, but has mild after-effects 
—stufhiness of the nose and throat and fixa- 
tion of the pupil; it should not be given 
to asthmatic patients. Tachycardia result- 
ing from this drug can be largely avoided 
by simultaneous administration of reser- 
pine. Its dosage ranges from 10 mg. daily 
in Raynaud's disease to 400 mg. daily in 
advanced obliterative endocarditis. Its use 
in gangrenous ulcers may prevent amputa- 
tion. Its action in intermittent claudica- 
tion is very slow, probably because its 
effect is on the vessels of the skin and only 
secondarily on those of the muscles. The 
maximum effect of Dibenzyline is increased 
by addition of Varidase. Combined use of 
tnese two drugs may speed healing when 
neither one alone is effective. Ilidar given 
orally and for long periods of time is 
eifective in vasospasm and should be given 
a trial for several weeks in daily doses 
before discarding it. The ganglionic block- 
ing drugs are little used in treatment of 


peripheral vascular disease, because of 
development of hypotension. Hexame- 
thonium helps to obtain peripheral dila- 
tation but causes severe postural hypo- 
tension and therefore must be given in 
bed. Amsolysin is attended with the same 
difficulties. Priscoline, a sympatholitic 
drug, seems to act at the nerve ending, 
but apparently has antiadrenergic action; 
also, when given orally or by _ intra- 
arterial injection, it may relieve pain in 
gangrenous ulcers, usually followed by 
slow healing. Mild gastrointestinal com- 
plaints may follow its use but with no 
hypotension. Hydergine depresses con- 
strictor tonus by inhibition of vasomotor 
centers and has a weak adrenolytic action. 
It can be used orally, intramuscularly, 
or sublingually. Use of Priscoline is an 
exacting procedure and requires repeated 
visits from the patient which outweigh its 
benefits. The reported results do not 
justify use of this drug except possibly 
in acute occlusion. 


Bedside Evaluation of the Atheroscler- 
otic Limb, Palmer, T. H. J. Maine Med. 
Assoc. 47:377-80, 1956. 

Arterial grafts are of benefit to patients 
with chronic atherosclerotic obliterans with 
localized obstruction, if the general condi- 
tion of the patient can withstand a major 
operation, with the exception of the elderly 
patient. Patients with severe symptoms 
of ischemia in the extremity, but in reason- 
able good condition, should have a femoral 
arteriograph to determine the distal extent 
of the obstruction. A large percentage will 
have a localized femoral thrombosis which 
can be by-passed by a preserved homol- 
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ogous graft or a plastic graft. An obstruc- 
tion at the bifurcation of the aorta or in 
the iliac arteries can be disclosed by an 
aortagram and an arterial graft used. 
Results are excellent in properly selected 
patients. Many patients with diffused 
arteriosclerosis not suited for arterial graft- 
ing may be benefited by lumbar sympa- 
thectomy. Blood flow in the’skin and sub- 
cutaneous tissues is improved if the vascu- 
lar occlusive process is not too far ad- 
vanced. It is not indicated in the presence 
of a rapidly advancing gangrene. Non- 
operative treatment consists of protecting 
the extremity, daily washing of the feet 
and careful drying. Operations in treat- 
ment of corns, calluses or in trauma 
should rarely be attempted. Hot applica- 
tion should never be used. Smoking 
should be forbidden. Those with inter- 
mittent claudication should exercise to 
the point of tolerance. The value of vaso- 
dilator drugs is questionable because of 
the side effects. Alcohol up to three ounces 
daily may be of psychologic value. Reflex 
vasodilation can be produced by applying 
heat to the abdomen or other parts of the 
body except the ischemic limb. 


Widespread and Sudden Occlusion of the 
Small Arteries of the Hands and Feet, 
R. P. Jepson. Circulation 14: 1084-89, 1956. 


Digital gangrene or profound cyanosis 
in two or more extremities occurring in 
11 patients was followed for periods up 
to 15 years. There was no evidence of 
systemic disease, although some patients 
showed an associated pyrexia. The initial 
lesion became a thrombotic occlusion of 
the digital or similar sized arteries, prob- 
ably secondary to a prolonged digital or 
proximal arterial spasm. Except in one 
case, the single episode reached its maxi- 
mal clinical severity early in its course and 
did not recur. The extremities appeared 
to have a severe ischemia which would 
be followed by gangrene, but this did not 


occur. The collateral circulation was 
rapidly established with recovery of the 
deeply cyanosed digital skin. If a limited 
gangrene did appear, it was of the dry 


type. 


Persistent Hereditary Edema of the Legs 
—Milroy’s Disease, J. H. Jennett. - Clin. 
Orthoped. 8: 122-23, 1956. 

Fifteen cases of this disease are described 
in five generations of one family. The dis- 
ease is symptomless except for weight and 
clumsiness of the legs. No abnormalities of 
other organs or functions were present. 
The skin was not stretched and glossy as in 
dropsical edema, but was pachydermic in 
texture and appearance. Swelling was re- 
duced if the patients kept off their feet. 
The etiology is unknown. An obstruction 
of some kind seems likely, possibly a lym- 
phatic obstruction from fibrosing, swelling, 
or plugging of the lymphatics from fungal 
or bacterial infections of the foot, carried 
up the lymphatics during early childhood, 
or later. The hereditary factor may be a 
lack of immunity or a hypersensitivity to 
such infections, since none of these patients 
seemed to have been born with the disease. 
The cases here reported developed after the 
age of fourteen. 


DERMATOLOGY, ALLERGY, 
FUNGUS DISEASES 

Theory of the Microdermetome, J. A. 
Jenny and P. S. Sherman. Amer. J. Surg. 
92: 806-09, 1956. 

Grafting is often delayed, for example in 
severe burns and in extensive tissue loss, 
until small areas of donor sites re- 
epithelialize. With a machine-like micro- 
dermatome, cutting tissue down to its most 
efficient cellular volume, the surface or 


growth potential is tremendously increased. 
Microscopic grafts cut by this machine act 
as seeds, regenerating the recipient site. The 
steps in obtaining these grafts are given in 
detail. The cells cut by this machine are 


WG 


relatively uniform in size and shape. The 
average cut is about four cells (40 microns) 
thick and about 40 cells (400 microns) 
long. The instrument harvests the micro- 
grafts and sprays them on the desired site. 


Local Treatment of Psoriasis, Including 
a Review of Medical Literature, Ant, M., 
Times 85: 1397, December 1957. 

In a review of medical literature with 
additional cases treated by the author, 
Riasol gave satisfactory results in a series 
of 34 cases of psoriasis which had resisted 
previous therapy. There was relief of itch- 
ing in 94% of cases, complete or partial 
disappearance of the scaliness in 91%, 
and fading of the erythema in 82%. In 
32% all cutaneous manifestations of psori- 
asis were cleared completely. There were 
no adverse reactions. Riasol contains mer- 
cury 0.45% chemically combined with 
soaps, phenol 0.5%, and cresol 0.75% in 
a saponaceous liquid vehicle. A thin layer 
is applied once or twice daily after bathing 
the affected areas. The most effective in- 
gredient of Riasol is the small percentage 
of mercury chemically combined with 
soaps. In this form, the mercury penetrates 
the superficial layers of the epidermis and 
combats the acanthosis or excessive pro- 
liferation of the prickle-cells located in the 
stratum mucosum. The phenol in Riasol is 
antipruritic while the cresol is antiseptic 
and aids in loosening adherent scales. 


Sensitivity to Artificial Nails, C. W. Lane 
and L. B. Kost. Arch. Derm. 76: 671-72, 
1956. 


A case is presented of allergic sensitivity 
to powdered polymer of self-curing acrylic 
materials used in artificial finger-nails. Eye- 
lids and lower extremities developed macu- 
lar erythema, probably from contact with 
the fingers. Persons wearing acrylic dental 
plates have had no irritation; mucous 
membrances may be less sensitive to the 
contact irritant. 


Wire Brush Planing—An Office Proce- 
dure, J. W. Burks, Jr. Postgrad. Med. 20: 
652-66, 1956. 

This procedure has been used in im- 
provement of cosmetic defects, such as acne 
scars, nevi, keloids and hemangiomas. The 
most favorable sites are the face, posterior 
neck and upper back. Among the unfavor- 
able areas are the palms of the hands and 
soles of the feet. Following freezing of the 
skin and then planing, a small amount of 
blood oozes from the area, which the pa- 
tient blots while in the recovery room. 
Exposure to the air hastens healing. Sys- 
temic antibiotic medication is not required. 
If the patient goes directly home, sterile 
gauze dressing is applied, or if delayed in 
getting home, a sterile petroleum dressing, 
or Telfa nonadherent strips are applied. 
Dressing is removed when reaching home. 
On the fourth or fifth day crusts are loos- 
ened by applying sterile petroleum. Soap 
and water on the sixth to eighth day will 
remove the crusts. If necessary replaning 
can be done after three months. Improve- 
ment after the first planing occurs in 40 to 
60 per cent of cases. 


Surgical Treatment of Plantar Corns, 
B. A. Rutledge and A. L. Green. U. S. 
Armed Forces M. J. 8: 219-34, 1957. 

Plantar corn (clavus) can be distin- 
guished from plantar wart (verruca) by 
removing a superficial layer for examina- 
tion of the growth. A wart shows elongated 
dermal papillae with enlarged blood ves- 
sels and is sharply demarcated by a wall of 
fibrous tissue and a tenderness on side-to- 
side pressure. A corn shows a horny con- 
ical core of closely packed epidermal cells 
in concentric layers; it is painful only on 
direct pressure. The operative procedure 
in 10 cases consisted of a short dorsal longi- 
tudinal incision over the affected metatarsal 
head; retraction of the extensor tendon, 
and the periosteum reflected; then the 
metatarsal cut through with a bone cutter 


VoL. 48, No. 8, JOURNAL of the AMERICAN 


| 


PODIATRY ASSOCIATION, Aucust, 1958 


through the junction of the middle and 
distal one-third of the shaft. Excision of 
the metatarsal head by sharp dissection is 
followed by rongeuring and rasping the 
rough portion of the distal end of the shaft. 
Bed rest and elevation of the foot for three 
to four days is the only postoperative treat- 
ment required. The corn disappears in 
about eight weeks. 


Multiple Patch in Place of Individual 
Patch in Skin Testing, R. A. Osbourn and 
T. W. Tusing. .Arch. Derm. 76: 677-78, 
1956. 

An elastic bandage containing multiple 
patches is wrapped around the arm and 
held in place with adhesive tape at the 
upper and lower margins, or instead of 
adhesive tape, Surgitube gauze is applied 
by means of a wire tube adaptor. The 
device is of value when multiple patch 
testing is necessary. 


DRUG THERAPY 
Ataractics in Medical Practice, J. F. Faze- 
kas, J. G. Shea, and P. D. Sullivan. G P 
14: 75-81, Dec. 1956. 


Chlorpromazine, promazine, reserpine, 
and meprobamate (ataractics) influencing 
the subcortical areas, are used in treatment 
of patients with anxiety reactions and in- 
creased psychomotor activity. Even in large 
doses they do not reduce total cerebral 
oxygen consumption, even if small doses of 
barbiturates or analgesics are given simul- 
taneously. In patients suffering from anxi- 
ety states which may cause overstimulation 
of the autonomic nervous system, 50 to 100 
mg. promazine or chlorpromazine given 
orally or intravenously may produce sleep 
and relieve the reaction on awakening. 
Psychologic stress accompanying disease 
states may be relieved by promazine, be- 
ginning with 25 to 50 mg. every four to six 
hours and increasing the dose gradually 
until proper response is obtained. Chlor- 
promazine in these cases may cause myo- 
cardial infarction with cerebral thrombosis. 


Reserpine in cases complicated by vascular 
collapse may block corrective hemostatic 
circulatory mechanisms, but the drug will 
relieve anginal symptoms. Effectiveness of 
long term use of these drugs has not been 
determined. Drug therapy in psychiatric 
diseases is an adjunct to other therapies 
used. The effectiveness of these drugs 
strengthens the concept that psychiatric dis- 
orders have an organic origin. 


Hyaluronidase and Infections of the 
Hand, J. F. Catchpool and H. F. Lunn. 
Lancet 2: 1074-75, 1956. 

Hyaluronidase (6 I.U. per ml.) was 
added to the local anesthetic used in 250 
cases of infection of the fingers or hands. 
The procedure did not discomfort even in- 
fants. It caused no pain and only minor 
flares, did not distort the soft tissues, nor 
increase the tension. Full surgical anes- 
thesia was obtained in about one-half of the 
time required when lignocaine was used 
alone. Healing was not delayed by the 
addition of hyaluronidase to the injection 
solution. 


MEDICAL PRACTICE; GROUP PRACTICE 
The Expert Medical Witness, P. C. 
Doran. Clin. Orthoped. 8: 254-58, 1956. 


The medicolegal aspect of trauma fre- 
quently concerns medical practice, for ex- 
ample traumas from motor vehicles, in- 
juries from public vehicles (elevators, 
revolving doors, escalators, etc.) , industrial 
accidents and home accidents. The wit- 
nessing conditions are (1) witness to the 
fact; (2) professional medical witness; (3) 
medical expert witness. For the doctor, the 
last is most frequent. Public reaction to the 
medical expert as a witness is quite favor- 
able. Doctors, and especially orthopedic 
surgeons, are regarded as having high in- 
tegrity and good character, even though 
doctors may differ honestly in opinion. In- 
dustrial commission referees are the least 
impressed by the doctor’s integrity. 


Medical Staff Membership in Voluntary 
Hospitals — Right or Privilege, Pt. I, 
E. Hayt. Hospitals 30: 49-51, Dec. 1, 1956. 

The protected status of internal manage- 
ment, abrogation of staff privileges, and 
exclusion by by-law amendment, are dis- 
cussed. A licensed physician of lowa sued 
because he was denied use of the facilities 
of a Sisters of Mercy hospital because he 
had been dropped from membership in the 
County Medical Society, for nonpayment 
of dues. This fact was known to the govern- 
ing board but he was allowed to continue 
on the hospital staff for seven more years. 
The physician stated he did not know that 
membership in the society was a require- 
ment of the hospital. The court ruled that 
since the hospital was not supported by 
public funds nor operated by public em- 
ployees, permission to attend patients in 
the hospital and use of its facilities was a 
vested right of the hospital. A further 
charge was that the physician had violated 
the rules of the hospital regarding good 
character and conduct, for he had been 
involved in a divorce trial with extensive 
adverse publicity. However, since he was 
entitled to a hearing by the Board of 
Governors and this had been denied him, 
the appellate court reversed the lower court 
order for summary judgment, dismissing 
the complaint because he had a cause of 
action. 


MUSCULOSKELETAL SYSTEM 

Present Status of Muscular Dystrophy, 
C. J. Pellatier. J. Michigan State Med. Soc. 
55: 1237-39, 1956. 

Unlike experimental animals with mus- 
cular weakness and paralysis associated 
with histopathologic lesions of skeletal 
muscles and in which vitamin E deficiency 
was demonstrated, it has been found there 
is an overabundance of vitamin E in the 
dystrophic child. This seems to favor the 
assumption that an inherited metabolic 
fault does not produce an unknown cata- 
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lytic agent capable of changing the vitamin 
E molecule, so that it can be utilized by 
the muscle cell. If a child is not walking by 
the age of 18 months and shows no evidence 
of brain disorder or any pathologic condi- 
tion, muscular dystrophy should be con- 
sidered. Increase in urinary excretion or 
creatinine together with a low level crea- 
tine output is only one criterion for the 
diagnosis; also to be considered is an in- 
crease of blood enzyme, serum aldolase in 
muscle dystrophy and its nonoccurrence in 
other neuromuscular diseases. But this find- 
ing needs vertification. Muscle biopsy and 
microscopic findings are definite in diag- 
nosis. Despite failure of many types of 
treatment, such patients should be encour- 
aged to hope, and should be kept in good 
general health and maximum physical ca- 
pacity established. Patients should be 
shown which muscles are weakened, or 
where contracture can begin to develop, 
and be instructed in passive stretching to 
overcome contractions and in strengthening 
exercises of all muscles affected or that may 
become affected. 


Stenosing Tenosynovitis of the Common 
Peroneal Tendon Sheath, R. W. Pavin and 
L. T. Ford. J. Bone & Joint Surg. 38-A: 
152-57, 1956. 


This disease occurs most frequently in 
the wrist but has been reported in the 
tibialis anterior, supposedly above the 
cruciate ligament of the ankle. It causes a 
thickening of the tendon sheath and nar- 
rowing and constriction of the tendon. 
Few cases are reported in the American 
literature of involvement of the ankle and 
foot. In the two cases reported here, patho- 
logic changes occurred proximal to the 
peroneal tubercle in the common-sheath 
area behind the lateral malleolus. Pain 
with local tenderness was located beneath 
the lateral malleolus. Partial or total 
excision afforded relief of symptoms. 
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ORGANIZATION NEWS 


Secretaries of local, state, regional, affiliated, subsidiary and other 
related organizations are invited to submit copy for these columns. 


DELAWARE 

At the last regular meeting, the follow- 
ing officers were elected: Dr. Harold W. 
Orr—President; Dr. James C. White—Vice 
President; Dr. John T. Sowinski—Treas- 
urer; Dr. J. Leo Brown—Secretary; Dr. V. 
Leonard Brown—Delegate; Dr. Michael L. 
Centrella—Alternate. 


GEORGIA 

At the annual meeting of the Georgia 
Podiatry Association, the following officers 
were elected: Dr. Morton Wittenberg— 
President; Dr. Ernest Godwin—President- 
Elect; Dr. Dalton McGlamry—Secretary- 
Treasurer; Dr. Louis Ferrier—Delegate; 
Dr. E. Dalton McGlamry—Alternate. 

The Georgia Legislature, at the unani- 
mous request of the Georgia Podiatry Asso- 
ciation, amended the Chiropody Act, substi- 
tuting the word “Podiatry’’ wherever the 
word “Chiropody” appeared. 


ILLINOIS 

Miss Ann Fox has been appointed to the 
newly created position of executive secre- 
tary of the Illinois Chiropody Society, 
according to Jack Stern, D.S.C., President 
of the society. 

A native of Oakland, California, where 
she graduated at Our Lady of Lourdes 
Academy, Miss Fox is well known in 
Illinois for her activities in medical and 
allied organizations. She is a former News 
Editor of The Journal of the American 
Medical Association. For eleven years Miss 
Fox served as secretary of the Educational 
Committee of the Illinois State Medical 
Society, an activity of the society which 
was recently dissolved. In the latter 
capacity, she won many local and national 
writing awards. 
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MICHIGAN 
Michigan Chiropody Association 

The Michigan Chiropody Association has 
opened an office at 600 North Capitol 
Avenue, Lansing, Michigan — telephone 
[Vanhoe 4-8669. The Executive Secretary 
is Dwight Jarrell. 
Wayne County Division 

At the annual Installation Dinner-Dance 
of the Wayne County Division of the Mich- 
igan Chiropody Association, the following 
officers were installed: Dr. S. Solomon— 
President; Dr. H. Lindy—Vice-President; 
Dr. D. Ketai—Secretary; Dr. B. Levin— 
Treasurer; Dr. H. O’Connor—Sergeant-at- 
Arms; Dr. E. Pintzuk—Parliamentarian, 

The Installation Dinner-Dance was 
organized by the newly formed women’s 
Auxiliary. 


NEW HAMPSHIRE 

The annual meeting of the New Hamp- 
shire Podiatry Association was held at the 
Concord Highway Motel. The following 
officers were elected: Dr. Frederick O’Brien 
—President; Dr. Armand Brunelle—First 
Vice President; Dr. George Smith—Second 
Vice President; Dr. T. Levingston—Secre- 
tary-Treasurer; Dr. Arthur Bosa—A.P.A. 
Delegate. 

Drs. Mary Farley and Elizabeth Kimball 
were presented life membership certifi- 
cates in honor of their fifty years of service 
to the profession. 


NEW YORK 

Arrangements have been concluded by 
the Podiatry Society of the State of New 
York for inclusion within the New York 
Coliseum’s first Health Show scheduled for 
August 6 through August 23rd. More than 
125 official and voluntary health agencies 
will participate in this complete health 
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exhibit at the giant air-conditioned Coli- 
seum. 

The Podiatry Society booth will feature 
a participation exhibit manned by local 
podiatrists. Podiatry Society literature 
covering various aspects of foot health and 
foot care will be distributed to convention 
registrants. In addition, it is planned to 
include regular showings of “The Walking 
Machine” as part of the Health Show 
Theatre. 

This first Health Show in New York City 
is expected to draw in the neighborhood of 
100,000 visitors and is being given wide 
publicity by all official agencies in New 
York. It has also received good preliminary 
coverage through the newspapers and tele- 
vision. 

Preliminary details for podiatry inclusion 
and for proper publicity coverage of the 
role of foot care in the over-all health pic- 
ture have been made by Mr. Gilbert Hol- 
lander, Executive Secretary of the Podiatry 
Society. 

All members of the American Podiatry 
Association who plan to be in New York 
during the summer are urged to visit the 
New York Coliseum at Columbus Circle. 
The Health Show is open from 11:00 a.m. 
to 5:00 p.m. every day except Sunday and 
the admission charge is 25c. 


Podiatrists Tour Roche 

Members of the Brooklyn Podiatry So- 
ciety spent a day touring the plant of 
Hoffman-La Roche Inc. in Nutley, N. J. 


NORTH CAROLINA 


The 40th annual meeting of the North 
Carolina Chiropodists’ Association was held 
at Wrightsville Beach, North Carolina, on 
June 21-24, 1958. The first two days there 
were deep-sea fishing, swimming and a 
cocktail party. 

The business meeting was held on the 
23rd and the’ following officers were elected: 
Dr. Eugene Weisberger—President; Dr. W. 
Grady Dunn — Vice-President; Dr. D. J. 
Cameron—Secretary-Treasurer; Dr. Carlos 
T. Cooper—Secretary-Treasurer-Elect; Dr. 
Andrew W. Oldham—A.P.A. Representa- 
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tive; Dr. James A. Davis—A.P.A. Delegate; 
Dr. Calvin Bruce—Region 8 Representative; 
Dr. Basil M. Tucker—State Board Member. 

Monday night there was a dinner-dance 
and installation of officers. Dr. O. B. Mc- 
Rae of Greensboro, N. C., was presented the 
new Life Membership Certificate and card 
from the National. 

On June 24th, there were lectures by 
local physicians on Peripheral Vascular 
Diseases and Office Emergencies. 


PENNSYLVANIA 
Northwestern Division 

A weekend meeting of the Northwestern 
Division, Chiropody Society of Pennsyl- 
vania, was held Saturday and Sunday, 
June 28 and 29, at the Oakland Beach 
Hotel, Conneaut Lake, Pa. Many summer 
sports were enjoyed by those attending. 
Sunday afternoon the program included a 
banquet followed by a business meeting. 
A talk on Diabetes was presented by N. C. 
Mervine, M.D. Dr. Leonard Pleban was 
Master of Ceremonies. 


Philadelphia 

The annual banquet of the Philadelphia 
Chiropody Society was held on Tuesday, 
June 17, 1958, at Maxwell Fried’s Res- 
taurant. Guest speaker was Dr. Jonas 
Morris, President of the A.P.A. The follow- 
ing officers were elected: Dr. Martin Hor- 
witz—President; Dr. Irving Smiler—Vice- 
President; Dr. Alvin M. Nissenbaum—Secre- 
tary; Dr. David LeBovith—Treasurer; Drs. 
Aaron Katz, William Pachman, S. Alexan- 
der Sorkin—Council; Drs. Alan Pasternack, 
Morris Moss, Sidney Wolff, Leon Linden- 
berg, Paul Schneyer—Delegates; Dr. Irving 
Smiler—Alternate. 


TEXAS 

The Forty-first Annual Business Meeting 
of The Chiropody Society of Texas, Inc., 
was held on June 22, 1958, at the Statler- 
Hilton Hotel in Dallas, Texas. The follow- 
ing officers were elected: Dr. A. V. Johnson, 
Jr.—President; Dr. Graham A. Scuddy— 
President-Elect; Dr. Ben Lewis Smith, Jr. 
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—Vice President; Dr. Robert K. Bunch— 
Secretary-Treasurer; Drs. Lester A. Walsh 
and Clifford H. Robinson—Delegates; Drs. 
Joseph R. Ordile and A. V. Johnson, Jr. 
—Alternates. 


PRESENTATION TO DR. CHERNIAK 

Dr. Ear] L. Cherniak is recipient of an 
Honorarium from Harvard University, 
Cambridge, Mass., for service and instruc- 
tion of care of the feet in Diabetic Patients. 

Dr. Cherniak is Podiatrist in the Diabetes 
Clinic at The Boston City Hospital which 
has recorded over 1000 podiatry cases in 
the past two years. 


ILLINOIS COLLEGE OF CHIROPODY 
GRADUATION EXERCISES 

The Forty-Fourth Annual Commence- 
ment for the Class of 1958 was held 
in the John B. Murphy Auditorium of the 
American College of Surgeons. Twenty- 
eight candidates for the Degree of Doctor 
of Surgical Chiropody were presented. 

The invocation was read by Rev. Donald 
K. Safstrom; the Salutatory Address by Har- 
old E. Wheeler, President, Board of Trus- 
tees; and the Commencement Address was 
given by George E. Guenzler, President- 
Elect, American Podiatry Association of 
Freeport, Illinois. The Valedictory was pre- 
sented by W. Ming Foo, Class Representa- 
tive of the Class of 1958. 

The following awards were presented 
to the outstanding students of the Class of 
1958: The Jacob and Louis Weiss Memo- 
rial Plaque for highest proficiency in schol- 
arship—W. Ming Foo; The Doctor Wm. 
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M. Scholl Award for second highest profi- 
ciency in scholarship—Lawrence M. Rubin; 
The Faculty Award for proficiency in Chi- 
ropody and Orthopedics—W. Ming Foo, 
Honorable Mention—Lawrence M. Rubin; 
The William Reeda Award to the student 
best qualified in Clinical Chiropody—Alva 
Jack Harler; The William Henry Dye Me- 
moria] Award for special aptitude in Ortho- 
pedic Diagnosis and Flexible Casting— 
Stephen S. Sierakowski, Honorable Mention 
—John Pau] Toth; The Henry L. DuVries 
Award for proficiency in clinical surgery— 
Edward Anthony Martin, Honorable Men- 
tion—Roswell J. Holmes; The L. R. Mc- 
Cain Award for highest proficiency in Chi- 
ropodal Anatomy—W. Ming Foo; The Carl 
G. Bergmann Award for proficiency in Me- 
chanical Orthopedics—Richard ]. LaVeau, 
Honorable Mention—Frank W. Siebert. 


TEMPLE ALUMNI ASSOCIATION 
SPONSORING POSTGRADUATE COURSE 
The Alumni Association of the Temple 
University School of Chiropody is spon- 
soring a postgraduate course to be given 


by the American Society of Chiropodicai 
Roentgenology. This will be a comprehen- 
sive postgraduate course in roentgenology 
to be given on successive Wednesdays, be- 
ginning Wednesday, September 17, 1958, 
and concluding Wednesday, October 29, 
1958, at 1812 Spring Garden Street, Phila- 
delphia, Pennsylvania. 

The staff for the course will consist of: 
Ralph E. Sansone, D.S.C.; F.A.S.C.R.; G. El- 
mer Harford, D.S.C.; William F. Jeffery, 
D.S.C., F.A.S.C.R.; Alan <A. Pasternack, 
D.S.C., F.A.S.C.R.; Bernard D. Sherman, 
D.S.C., F.A.S.C.R.; Albert J. Firth, D.S.C.; 
Morton M. Polokoff, D.S.C., F.A.S.C.R.; 
Irving Yale, D.S.C., F.A.S.C.R.; James E. 
Bates, D.S.C., F.A.S.C.R.; C. Gordon Rowe, 
D.S.C.; John T. Sharp, D.S.C.; Vincent A. 
Jablon, D.S.C., F.A.S.C.R.; Raymond K. 
Locke, D.S.C., F.A.S.C.R. 

For further information and application, 
address inquiries to Dr. Charles E. Krausz, 
Dean, Temple University School of Chi- 
ropody, 1810 Spring Garden Street, Phila- 
delphia 30, Pennsylvania. 
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GORDON MEMORIAL PRIZE AWARD 


A memorial prize was presented to Dr. 


J. David Derr of Tyrone, Pa., by Mrs. Ber- 


nice Gordon, Director of Gordon Laborato- 
ries, in memory of her late husband, Lewis 
Gordon, Founder of Gordon Laboratories, 
pharmaceutical manufacturers, on June 12, 
1958, at a luncheon following commence- 
ment of Temple University School of Chi- 
ropody. Dr. Derr graduated with the high- 
est average in Materia Medica and Phar- 
macy. In photo, left to right: Dr. Charles 
Krausz, Dean of Temple University School 


of Chiropody, Dr. J. David Derr, recipient 
of award, Mrs. Gordon and Dr. Frank 
Rubin, President of the Alumni Association 
of Temple University School of Chiropody. 


PLAQUE PRESENTED TO DR. GOLDSTEIN 


At the 1958 House of Delegates of the 
Podiatry Society of the State of New York, 
Dr. Irving L. Marks is shown presenting 
a plaque to Dr. Jerome J. Goldstein. Dr. 
Goldstein was honored for his outstanding 
services as speaker of the House during the 
1957 House of Delegates. In lauding Dr. 
Goldstein, Dr. Marks said that the profes- 
sion was proud of his successful accomplish- 
ments in practicing as both a podiatrist and 
attorney. For his services to the 1957 House 
the gavel was permanently retired and fixed 
to the citation which stated: 

“The Podiatry Society of the State of 

New York presents to Dr. Jerome J. Gold- 

stein 

In appreciation of his outstanding serv- 

ice as speaker and parliamentarian of 
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the House of Delegates this expression 
of gratitude. 
In recognition of this service and 
In further recognition of his having 
achieved the unique position as both a 
Doctor of Podiatry and Attorney at Law, 
the officers have joined me in retiring 
permanently the gavel of the 1957 House 
of Delegates hereto affixed dated May 6, 
1958. 
Irving L. Marks, Pod.D. 
President 
Gilbert Hollander 
Executive Secretary 


The 1958 House of Delegates, which was 
held at the Nevele Country Club in Ellen- 
ville, New York, concluded its sessions with 
a rising ovation to Dr. Goldstein who served 
again as its speaker and parliamentarian. 


WOMEN'S AUXILIARY 


When did you last really look at your- 
self in the looking glass? Let’s do it for 
a moment. 

Do you consider the impression you, as 
a member of your profession, make on other 
people or, for that matter, what do you 
really think of yourself? If someone were 
to ask you what the general public thinks 
of your profession, could you give an answer 
—intelligent or otherwise? 
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wounds and ulcers. The chlorophyll de- 
rivatives in PROPHYLLIN increase the 
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encourage healing. Mild antibacterial and 
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tageous in cases which cannot tolerate 
other types of therapy. 
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Hartford, Conn. 
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Apathy is a dangerous thing in any phase 
of life and particularly when it affects our 
profession. If you become a parasite, tak- 
ing and never giving, you'll lose your zest 
for living and doing nothing won't be any 
fun. Even though we are professionally 
active every day we sometimes find our- 
selves on a treadmill and suddenly realize 
that changes are being made whether we 
are aware of them or not. 

The challenge of change is to keep 
abreast of new developments and be able 
to filter from them the best new advances 
while retaining the older methods which 
still have value. Change for the sake of 
change is not a desirable goal. In order to 
know what must be changed and what 
should be retained we must first know our- 
selves, our capabilities, our possibilities, 
our goals. 

There are many ways of keeping in- 
formed. Your professional organizations, 
refresher courses, professional publications, 
and a most excellent way—your meetings. 

Let’s not make yours a static profession 
with no regard for progress. Let’s make it 
today’s most dynamic profession. 

Keep on your own toes if you expect to 
make progress. 

Thelma Cooper, R.N. 
President Women’s Auxiliary 


COMMUNICATIONS FROM 
THE PROFESSION 


To the Editor: 

As a relative newcomer in the profession, 
it is becoming more evident that the pulse 
of podiatry is quickening. We are in an 
atomic era and fortunately our profession 
is accelerating with contemporary develop- 
ments. 

The advent of our affiliated and related 
organizations, the new A.P.A. Journal, the 
strides made with Blue Cross-Blue Shield, 
the reorganization of our national office, 
are just a few of the tangibles of “Modern 
Chiropody-Podiatry.” 

Perhaps the epitome of podiatry’s ascen- 
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sion has been the establishment of Civic 
Hospital in Detroit, Michigan. Here our 
profession stands with its head high among 
the many other institutions providing med- 
ical care in a great metropolis. 

Civic Hospital is the first and only ex- 
clusive foot hospital. It is departmental- 
ized as any other hospital with a laboratory, 
x-ray department, completely modern surgi- 
cal department, out-patient department, 
dietary department and twenty-four beds 
for in-patients. It is actively staffed by 
members of the Michigan State Chiropody 
Society, many of whom are Fellows of The 
American College of Foot Surgeons, as well 
as a consulting staff of pertinent medical 
specialties. This staff is complemented by 
a staff of Registered Nurses and Aides. 

An internship program is in effect where 
two men serve during each training period. 
In addition to this phase of the hospital's 
training-teaching program, postgraduate 
surgical courses are offered to practicing 
podiatrists. It was my privilege to attend 
one of these courses. 

Herein lies the spark of enthusiasm that 
we all constantly seek! Here lies the key- 
note to the launching of a rejuvenated out- 
look and a renewed approach! 

It is difficult to find words to express the 
appreciation for what men such as Kaplan, 
Ketai, Fowler, Pont, Berk, Levin, Kanat, 
Schubert, Lindy, Miss Marge Blue, the hos- 
pital administrator, and the remainder of 
the staff do for the profession. Each is 
gracious, courteous, patient and understand- 
ing; yet confident, definite and unrelenting. 
They give of their time and effort without 
remuneration and are dedicated to the task 
of imparting their knowledge and skill to 
the participants of each training course. 
These men teach foot surgery that the par- 
ticipant learns! 

As a result of my attending a_post- 
graduate course offered last October, two of 
my local colleagues attended a subsequent 
course, and upon their return the remaining 
two local men attended the following course. 
We are proud to state that to our knowl- 
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FURASPOR CREAM is odorless, colorless, 
and nonstaining to skin or clothing. 


FORMULA: FURASPOR 1% in a vanishing 
cream base composed of cetyl alcohol, 
sorethytan (20) monostearate, 
sorethytan (4) monostearate, propylene 
glycol, stearic acid and water. 


supPLiep: Jar of 28 Gm. 


NITROFURANS... a new Class of antimicrobials 
. . neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, NEW YORK 
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edge we are the first community in the 
country where 100% of the practitioners 
have had comparable surgical training 
terminating in an active team approach to 
this facet of our practices. Jointly we 
equipped an operating room, complete with 
ANTISEPTIC surgical lights, autoclave, oxygen equip- 
The Modern Method ment, full instrumentation, linens, etc. We 
operate with a surgeon, a sterile assistant, 
and a non-sterile assistant on a rotating basis. 
Each man thereby either helps or observes 
in almost all of the surgery scheduled. 
: We are attempting to expand this team- 
approach idea to other cities in our state. 


At present, the nucleus of five other teams 


or 

Softening Hyperkeratotic Tissue 
SEND FOR SAMPLE 

The Mowbray Co., Waverly, lowa 


has been established in Wisconsin, with 
two actively functioning. 

This is not the time (nor should there 
ever be a propitious time) for cleavage in 
the profession. Our profession is to be com- 
plimented for its accomplishments. Each of 
us should be proud of what we contribute 
toward the health and well-being of our 
fellow Americans. 


| 
NEW Vioform- Let every man work a little harder 
Ps Hydrocortisone toward learning a little more, and giving 
e a little more, whether it be as a chiropodist 
C antibacterial 
i ream antifungal ora I latrist. 


dermatitis 


in this skin disorder — 
and many more 


anti-inflammatory Howard R. Reinherz, D.S.C. 
antipruritic Kenosha, Wisconsin 
SUPPLIED: Vioform - Hydrocortisone Cream, 
containing iodochlorhydroxyquin U.§.P. 3% 
and hydrocortisone (free alcohol) U.S. P. 1% 
ina Sand 20Gm. DEATHS REPORTED 


VIOFORM*(iodochiorhydroxyquin U.S.P. CIBA) 


Arnold Elson 
C 4 I B A. Summit, N. bagasse raew Ligonier, Indiana 


Lex A. Crooks 
Hollywood, California 


e For ALL Your Office Supplies 
Are You On Our Mailing List? 


Should You Have An Office Economy Problem or Be 
Planning A New Office, Consult Sol Adler, D.S.C., Tem- 


ple ‘37, “Chisnpote Economy Consultant. 
SOL ADLER, DSC, ECONOMIC CONSULTANT . 25 YEARS OF DEDICATED SERVICE TO THE PROFESSION 


ADLER 


SURGICAL SUPPLY COMPANY 


554 N. 17th St., Philadelphia 30, Pa., RI 6-0942 ae 
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LEGAL AND LEGISLATIVE 


MICHIGAN 

The Michigan State Practice Act was 
amended to require an internship of not 
less than eight months, with a minimum 
of 480 hours, and that an internship shall 
be in a clinic or hospital approved by the 
Board. This shall apply only to graduates 
who register as students in accredited 
schools after January 1, 1960. 

The word “Podiatry” was added in pa- 
rentheses to their act so that practitioners 
in the membership are free to use both 
terms, chiropody-podiatry. The Board was 
granted authority to promulgate rules. 

The registration fee for the annual li- 
cense was raised from $10.00 to $15.00. 


WISCONSIN 

The Wisconsin Industrial Commission 
has ruled favorably on the petition of the 
Wisconsin Society of Chiropodists for in- 
cluding authorized services by Doctors of 
Surgical Chiropody under the Wisconsin 
Workmen’s Compensation Act. 


surface... 


Division of 
Sandler of Boston 


Look 
Alike? 


These two pictures may look alike, but a close examination reveals how the foot looks (left) 
in a commercial, ready-made shoe, and (right) in a custom-made Jerry Miller 1.D.® Shoe. 
Notice how the contour shoe on the right conforms to the true dimensions of the foot, i.e., in the 
areas of the longitudinal support and the pyramid below the toes. 
ready-made shoe to duplicate the contours that vary with each individual's foot. All Jerry 
Miller Impression Depth® Shoes are hand-made of finest leathers individually fitted to a 
moulded reproduction of each foot. This perfect fit provides the foot with a natural walking 
your patient's guarantee of the ultimate in foot comfort. 


“One pair of feet must last a lifetime." 


Sales and Casting Depot: 161 East 33rd Street, New York 16, N. Y. 
MUrray Hill 4-5049 


“ol AMMENS. 


medicated 
POWDER 


for the feet 


SOOTHING BARRIER 


TO: INFECTION MOISTURE 


IRRITATION 

AMMENS is especially suitable for the feet be- 
cause of its exceptional absorptive action. It 
spreads a cooling, soothing barrier to the ef- 
fects of heat, moisture and to the hazard of 
subsequent bacterial invasion. AMMENS, unlike 
many other powders, is medicated to promote 
healing. 


Bristol-Myers Company 


19 West 50 Street, New York 20, N. Y. 
Distributor for CHARLES AMMEN COMPANY © Alexandria, La. 


It is not possible for a 


874 North Montello Street 
Brockton, Mass. 
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AUDIO-VISUAL NEWS 

Success beyond all expectations rewarded 
the effort of the Audio-Visual Committee 
of the American Podiatry Association to 
produce a monthly column. 

Unprecedented interest, demonstrated by 
many requests and letters of appreciation 
from the national membership, colleges, 
officials of state and other societies, program 
chairmen, libraries, authors, visual instruc- 
tion departments, prompted the commit- 
tee to this effort. 

Each month your committee hopes to 
review Audio-Visual materials in the field 
of pedic medicine or related fields that may 
be of practical benefit to our national mem- 
bership. It is hoped the reader will com- 
municate with us concerning utilization of 
these materials. 

It is respectfully suggested that a study 
be made of previous annual reports of this 
committee to become more familiar with 
the national program. 

The Committee believes that motion 
pictures, slides, tape recordings, exhibits, 
etc. are a valuable method for recording, 
preserving and presenting the latest ad- 
vancements in professional information, 
and provide an important service for study, 
research, lecture, clinical demonstration, 
educational and other purposes. 

Through this column we hope to provide 
you with a comprehensive cataloging of 
materials which will enable you to locate, 
evaluate, select and secure the Audio-Visual 
materials most suitable for your needs. 


No. | The Ciba Collection of Medical 

Illustrations 
Frank H. Netter, M.D. 

The Autonomic Nervous System 
Scientific guidance provided by 
Alfred Plummer, M.D., CIBA Re- 
search Laboratories, Summit. 
A 35 mm, slide film, with sound, 
produced by CIBA to illustrate the 
basic aspects of the autonomic nerv- 
ous system and its main functions. 
Full-color with many original draw- 
ings, some of them by Dr. Frank H. 


Netter. About 90 frames; running 
time approximately 20 minutes. 
Audible change signal, Nonbreak- 
able plastic record. A booklet with 
the narration is available. 

The above film is available by contacting 

the nearest office of 

Ideal Pictures Corporation 

58 East South Water Street, Chicago 1, 

Illinois 

233-239 West 42nd Street, New York 36, 

New York 

18 South 3rd Street, Memphis 3, Tennes- 

see 

2161 Shattuck Avenue, Room 29, Berk- 

eley 4, Calif. 

1370 South Beretania Street, Honolulu, 

pa 

Be sure to inform Ideal Pictures Corpo- 

ration of: 
1. The complete title of the film desired. 
2. The exact date and time the showing 
is to take place. 
3. No charge is made for the use of films. 


McDowell 


OSCILLATOR 


“Helps You Correct Bunions 
and other FOOT AILMENTS 


This _ professional 
adjunct to manip- 
ulation in Foot 
Orthopedics will 
enable you to re- 
align bone struc- 
ture and develop 
muscular rehabili- 


tation completely 
and quickly. 
The traction at- 


tachment gives up 
to 20 pounds pres- 
sure, and when ap- 
plied under oscilla- 
tion, treatment is 
positively painless. 
-Write for technical details. 


McDowell Manufacturing Co. 


Pittsburgh 9, Pa. 
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No. 2. Plantar Neuroma 
Lyon K. Loomis, M.D. 
116 S. Jefferson Davis Parkway 
New Orleans, La. 

This is a 16 mm. Silent Color motion pic- 
ture discussing a most troublesome lesion. 
Arrangements for loan to be made directly 
with the above. 

In future columns, ideas for develop- 
ment of your own projects will be described 
and continued reviews of new materials 
will be furnished. A complete re-listing of 
all Audio-Visual material should be forth- 
coming describing the entire national com- 
mittee’s library. 

Marvin W. Shapiro, D.S.C. 
Chairman 

M. M. Greenfield, D.S.C. 
Secretary 

Toledo, Ohio 


“Some men will propose on bended knee. 
Others will do it only on bonded Scotch.” 


George Shearing 


REPORT OF THE COMMITTEE 
ON OFFICE ASSISTANTS 


For THE PAST several months, the American 
Podiatry Assistants Committee has directed 
its efforts toward the collection and evalu- 
ation of all material which might be per- 
tinent to the formation of an Assistants 
Association. 

The records of previous similar commit- 
tees, and the direction taken iby the Amer- 
ican Medical Association in forming their 
Medical Assistants Association have ma- 
terially contributed to the program of this 
committee. 

It is our feeling, at this moment, that the 
most reasonable approach for setting up an 
Assistants Association lies in the prepara- 
tion of an Organizational Pamphlet or Bro- 
chure. This must contain organizational 
techniques, goals, pertinent programmatic 
material, implementation of these goals and 
program, adoption of constitutions by com- 
ponent state societies and groups within the 
state societies, etc. Such aid will afford in- 
terested assistants the essential “know how” 


FOR THE FINEST IN LATEX SHIELDS 
CUSTOM BUILT PROSTHETICS DESIGNED AND TAILORED 
BY CHIROPODISTS FOR THE CHIROPODY PROFESSION 
TO CASTS OR IMPRESSIONS 


tHiammer ioe 


45 Valley Way 
Prompt Service 


Bunion 
and special types 


LIQUID RUBBER APPLIANCE LABORATORY 


NEW ADDRESS 


Heloma Durum 


West Orange, N. J. 
Send for brochure 
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and “how to 
groups. 

Heretofore, the accent has been placed 
upon how many assistants could be inter- 
ested in an Assistants Association. Once 
this determination was made, there was 
great difficulty in actuating these groups 
because of the lack of specific “know how” 
and “how to.” In truth, it seems that this 
was placing the cart before the horse. 

The committee recommends, and is pre- 
pared to undertake the development of the 
material herein described, A decision must 
be made as to whether it is desired to pro- 
duce a simple pamphlet or a more ambi- 
tious brochure. 

Upon completion of the Organizational 
Brochure, the committee proposes the fol- 
lowing: 

1) Recruitment of assistants through the 
Journat of the A.P.A. and the compo- 
nent state societies. 

2) Each state society shall appoint an 
assistants committee; the names and 
addresses of each to be recorded with 
the Secretary of the A.P.A. 

3) That each state shall organize and fi- 
nance its own organization under the 
sponsorship and guidance of the A.P.A. 

4) The assistants committee of each state 
shall select a temporary president of 
the A.P.A.A. and such committee shall 
act in the capacity of counsel to the 
president of each state society organi- 
zation. 

5) The organizational brochure shall be 
developed for all temporary state presi- 
dents, and subsequently for duly elected 
state presidents, and the assistants com- 
mittee of such participating state so- 
ciety. 

6) Permanent state presidents shali be 
elected by due process after the adop- 
tion of a constitution. 

7) That the A.P.A. adopt the Constitu- 
tion, By-Laws, Code of Ethics and In- 
signia to be used by the A.P.A.A. of 
all states. 


in activating their respective 


chronic infectious 


dermatitis 


in this skin disorder 


and many more 
® 
NEW Vioform- 
cre am antibacterial 
antifungal 
antipruritic 
SUPPLIED: Vioform - Hydrocortisone Cream, 
and hydrocortisone (free alcohol) U.S. P. 1% 
in a water-washable base; tubes of 5 and 20 Gm. 


anti-inflammatory 
hydroxyquin U.S. P. 3% 
VIOFORM®(iodochlorhydroxyquin U.S.P. CIBA) 


I B A Summit. N. J. 2/2407me 


8) A National Society shall be formed 
only when half or more of all affliated 
state societies have instituted state pro- 
grams. 

9) An Assistants Bulletin shall be devel- 
oped. It shall contain pertinent articles 
by practitioners and assistants alike 
and shall thereby provide a means for 
exchanging ideas and techniques be- 
tween assistants on a nation-wide level. 

10) Solicitation of practitioner support 
and the significance of such organiza- 
tion as a contribution to the public re- 
lations program in every office. 

Interest has been expressed for the de- 
velopment of assistants’ courses in hospitals. 

The committee is wholeheartedly in agree- 

ment with this sentiment, but feels that this 

effort might be premature at this time. 

The Assistants Committee wishes to thank 

all previous committees who have contrib- 
uted to this program. 

David M. Simon, Pod.D. 

Chairman 

Buffalo, N. Y. 
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CONVENTION DATES 
AND 
MEETING NOTICES 


American Podiatry Association 
Washington, D. C. 
August 22-26, 1958 
Shoreham Hotel 

Region One 
(Conn., Maine, Mass., N. H., R. I., Vt.) 
Boston, Mass. 

Oct. 17, 18, 19, 1958 
Sheraton Plaza Hotel 

Region Two 
(New York) 

New York, N. Y. 
Feb. 20-22, 1959 
Barbizon Plaza Hotel 

Region Three 
(Del., Md., N. J., Pa.) 

Region Four 
(Ohio) 

Region Five 
Ind., Mich., Wis.) 
Chicago, III. 


March 20-22, 1959 
Morrison’ Hotel 


Region Six 
(Colo., Iowa, Kan., Minn., Mo., Nebr., N. Dak., 
S. Dak.) 
Kansas City, Kans. 
April 10-12, 1959 
Town House Hotel 
Region Seven 
(Idaho, Mont., Oreg., Wash., Wyo.) 
Region Eight 
(D. C., N. C., S. C., Va., W. Va.) 
Region Nine 
(Florida) 
Region Ten 
(Ala., Ga., Ky., Miss., Tenn.) 
Memphis, Tenn. 
Oct. 10-12, 1958 
Peabody Hotel 


Region Eleven 
(Ark., La., N. Mex., Okla., Texas) 


Region Twelve 
(Ariz., Cal., Nev., Utah) 
Idaho Podiatry Association 
Sun Valley, Idaho 
Sept. 19-21, 1958 
Sun Valley Lodge 


FOOT BALANCE INLAYS 


are only completely 
successful 
when each case 
is individually studied, diagnosed 
and an inlay made to fit its 

special requirements 

The laboratory of 
CARL G. BERGMANN, D.S.C. 
5406 BROADWAY CHICAGO 40, ILL. 


originator of foot balance inlays is directed 
in all its endeavors to accomplish this result 
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YOUTH FOOT CARE WEEK PROGRAM 
Collaborating with President's Council on Youth Fitness 


The American Foot Health Foundation 
has announced that its upcoming Youth 
Foot Care Week, October 20-25, 1958 has 
received the following recognition signify- 
ing its collaboration with President Eisen- 
hower’s Council On Youth Fitness: 
PRESIDENT’S COUNCIL ON YOUTH 

FITNESS 
WASHINGTON 25, D.C. 
June 27, 1958 
Dr. Sidney Hirschberg, 
President, 
American Foot Health Foundation, 
Washington, D. C. 
Dear Dr. Hirschberg, 

The enthusiastic support of the Presi- 
dent’s Council On Youth Fitness evidenced 
by the American Foot Health Foundation, 
particularly by its sponsorship of Youth 
Foot Care Week, 1958, is as logical as it is 
welcome. Feet are fundamental for fitness, 
literally and figuratively. 

Keeping fit as an individual 
porates walking, running, pedaling and 
jumping, not only for requisite physical 
exercise but for the other dividends to the 
entire human being which flow from loco- 
motion on foot. 

One of our slogans is “Off Your Seat— 
And On Your Feet!” 

We salute the American Foot Health 
Foundation for subscribing so heartily to 
the fitness philosophy in its guardianship 
of the fitness of the important pedal ex- 
tremities. 


incor- 


Very cordially yours, 
PRESIDENT’S COUNCIL ON 
YOUTH FITNESS 
Shane MacCarthy, 
Executive Director 


Dr. MacCarthy’s 
Foundation’s 
Youth Foot Care Week to the President's 
Council activity on behalf of the overall 


appreciation of the 


aims in directly relating 


good health and fitness of the youth of 
America, points up the responsibility of the 
undivided support of the profession in 
doing its share in fulfilling our part of our 
Chief Executive’s program. 

The Youth Foot Care Week Kits pre- 
pared by the Foundation have already been 
mailed to those who responded to the an- 
nouncement of the June 30th deadline for 
this information. However, extra kits are 
still available to those who wish to become 
part of this important program from Dr. 
Sidney Hirschberg, Forest Hills, N.Y. The 
kit has been developed as the result of 
several proven pilot operations of Chil- 
Health 
which constitute the important phase of 
The kit rep- 


dren’s Free Foot Examinations 
the entire week’s activities. 
resents 15 pages of operational procedure 
in full detail, eliminating the guesswork so 
often encountered in conducting such pro- 
grams in the past. This kit is considered 
an outstanding achievement in the field of 
professional public relations. 

The Foundation is also pleased to an- 
nounce that, with the cooperation of Dr. 
Seward P. Nyman, Co-Chairman of the Na- 
tional Committee on Youth Fitness, a joint 
display of that Committee’s and the Found- 
ation’s programs on this theme will be 
exhibited in the Hall of Science at the 


A.P.A. Annual Meeting. 


Ihe tellow who cut his advertising to save money is like the man who stopped 


his watch to save time. 
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MOOD ELEVATORS A PATIENT CAN BE ALL WET... 
Contributions to this column are more than Yet keep a Doctored Foot DRY! 
welcome. In fact it depends upon them. fe . 

DRI-FOOT 
The watertight latex sock that its 
ame ese" tub, shower, pool or surf bathing an 
futility. Sky-writing in Los Angeles. ailing foot is under treatment. 
Quote S-t-r-e-t-c-h-e-s 


on and off easily. 

Flesh pink. Sizes 

filling station. Where you fill the car and = 
drain the family. 

The Imp 


fox. A wolf who sends flowers. 
Jacob M. Brande 


DRI-FOREFOOT 


highbrow. A person educated beyond his 


intelligence. instep. One fits 
Brander Matthews all. 


DORSAY PRODUCTS 


igloo. An icicle built for two. 2 Columbus Circle, N. Y. 19, N. Y. 


Mary C. Dorsey 


“LIFE'S FOUNDATION — YOUR BABY'S FEET” is an out- 
standing and comprehensive booklet on the growth and care of chil- 
dren’s feet. Written for the layman, it is concise, cleverly illustrated 
and will prove valuable especially to the parents of young children. 


WOMEN'S AUXILIARY 
NATIONAL ASSOCIATION OF CHIROPODISTS 
2035 WEST ALABAMA, HOUSTON 6, TEXAS 
Please ship to me "Life's Foundation — Your Baby's Feet" in the quantity marked: 

100 copies $3.50 oO P. P. Prepaid 
500 copies 16.00 oO P. P. Prepaid 
1,000 copies 29.00 Oo P. P. Prepaid 

5,000 copies 136.00 oO Express Collect 

10,000 copies 250.00 oO Express Collect 


Check payable to Women's Auxiliary, NAC, in the amount of $ 


is enclosed. 


NAME 
STREET ADDRESS 
CITY and STATE 

SEE THE EXHIBIT AT YOUR REGION CONVENTION. 
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for 
detailed 
Many Chiropodists have received a copy of this booklet and have 
ordered them in quantity. For those of you who have not ordered 
and for those who wish to reorder, please clip the order blank below 
and mail with your check for your supply. 
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Send for complete information. 


318 E. Third Street 
Mount Vernon, N. Y. 


Presenting our new line of... 


*Treatment Shoes 


At last a shoe that you can prescribe to | 
a patient to be worn while the patient 
is undergoing treatment in your office. 
* Simple plaster splint cast 


® Has all the features 
of a molded shoe 


® Three-week delivery 


*Treatment shoes as outlined in a paper 


read before the ILLINOIS Chiropody Society. 


NATURAL MOLD SHOE 


Lightweight 
* Beautifully styled 
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FOR RESULTS TRY 
CLASSIFIED ADS 


in the 
JOURNAL 


They will help secure a new location, 
practice equipment, apparatus, books, in- 
struments, a successor, partner, associate 
or assistant. The Journal has proved an 
excellent medium for any of the above pur- 
poses. The classified columns can be of 
genuine service to advertisers and mem- 
bers. Commercial and personal rates are 
shown at the head of the column. If you 
desire more specific information concern- 
ing classified advertising, write to: 


Journal of the American 
Podiatry Association 
3301 16th St., N. W., 
Washington 10, D. C. 


FOR SALE—Whitehall Whirlpool Model 
#JO-80. Purchased November 1953—has 
hardly been used. It is eighteen inches 
deep, twenty-eight inches long and fifteen 
inches wide. Asking $225.00, but don’t be 
shy. Write 806, c/o American Podiatry 
Association, 3301 Sixteenth Street, N. W., 
Washington 10, D. C. 


LIQUID LATEX 


Extra thick. You can thin it yourself to 
suit your needs. Granulated Cork — 
Leather Flour. Write for sample with 
prices. 

W. WOOLEY & CO. 
1016-CH Donald St., Peoria, Illinois 


FOR SALE-—Leaving state. Growing 
West Suburban Chicago practice, 414 years. 
Ground floor. Near shopping plaza. With 
er without equipment. Reasonable. New 
building. Good weekly net. Write 804, 
c/o American Podiatry Association, 3301 
Sixteenth Street, N. W., Washington 10, 
D. C. 


22> PRINTING * PATIENTS’ RECORDS 


BOOKKEEPING SYSTEMS * FILES 


PROFESSIONAL PRINTING CO., INC 
NEW HYDE PARK, N. Y. 
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ORTS 
Cools, Relaxes 


TIRED, BURNING, 
ITCHING FEET 


ICE‘MINT 


MEDICATED FOOT CREAM 
(contains lanolin ) 

When patients complain of tired 
burning feet as the heat soars, 
recommend soothing, cooling ICE- 
MINT. A white, clean, non-irritant 

*' cream containing the finest 
camphor gum, essential oils 
of peppermint, eucalyptus, 
thyme and camphor—in a 
special base containing 
soothing lanolin. Write for 
free samples. 


UNITED SALES & MFG. CO. 
Division of FOSTER-MILBURN CO. 
468 Dewitt Street, Buffalo 13, N. Y. 


CAPITAL or promoter wanted for marketing shoe 


with patented arch holder and bunion regulator. 
Many satisfied wearers are enthusiastic with this 
new improvement for foot health. Write 610, c/o 
American Podiatry Association, 3301 Sixteenth 
Street, N.W., Washington 10, D. C. 


FOR SALE—One Beekon 18-inch, two 
motor Whirlpool, new bronze bearing— 
$200.00. One Hyfrecator used only a few 
times—$50.00. Two 24 x 13 X-ray Viewer 
Boxes, new condition—$20.00 each. Write 
Dr. Alvin J. Sollod, 2033 Rhode Island 
Avenue, N. E., Washington 18, D. C., or 
call ADams 4-3343. 


FOR SALE~—Ritter X-ray, mobile, cream- 
white, perfect condition, reasonable. For 
further information write Dr. D. J. Cam- 
eron, 504 Murchison Building, Wilming- 
ton, North Carolina. 


COLE'S ORTHOPEDIC LABORATORY 
FOR THE PROFESSION ONLY 
KELLY L. COLE 
CATALOGS SENT UPON REQUEST 


12804 W. Washington Blvd. 
Los Angeles 66, California 
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CLASSIFIED ADVERTISERS 

Advertisements not exceeding 30 words 
cost $3.00. Additional words 10 cents each. 

Commercial classified advertisements— 
minimum 30 words $10.00; 30 cents per 
additional word. 

All classified ads payable in advance. 
Remittance must accompany order for in- 
sertion. 


Please do not ask for the names of classified 
advertisers in the JOURNAL who use box 
numbers. We accept such advertisements 
with the understanding that this information 
will not be released. Address replies or 
inquiries to the box number shown in the 
advertisement. They are promptly for- 
warded to the advertiser. 


FOR SALE—Practice and/or equipment, 
Connecticut. Only chiropodist in 18 mile 
radius. Equipment like new, includes Re- 
liance Chair, XRM, Filder Low Voltage, 
Diathermy, Whirlpool. Excellent oppor- 
tunity. Small investment. Write 800, c/o 
American Podiatry Association, 3301 Six- 
teenth Street, N. W., Washington 10, D. C. 


UNUSUAL OPPORTUNITY-—New Jer- 
sey, good, established practice, equipment 
(optional) and excellent building which 
contains two apartments plus five-room 
office. One apartment will carry mortgage. 
Will remain with purchaser for an agree- 
able period of time. Would prefer settle- 
ment after January Ist for tax purposes. 
2 to 21% years’ income will surpass my sell- 
ing price. Leaving state for health reasons. 
Write 802, c/o American Podiatry Associa- 
tion, 3301 Sixteenth Street, N. W., Wash- 
ington 10, D. C. 


An Authorized Binding 
for 
JOURNAL 
of the 
American Podiatry Association 
Arrangements have been made for subscribers 


to have their journals bound into distinctively 
designed books. 

Twelve issues, January through December, 
bound in best grade black washable buckram, 
imprinted with your name on cover, cost but 
$4.15 per volume. 


Bound journals serve as an immediate reference 


for research and information. Properly dis- 
played, they create a psychological impact on 
the patient, implying the time and effort spent 
to keep up to date on the most modern tech- 
niques and treatment. 


Ship journals parcel post. Within thirty days 
after receipt, bound volumes will be shipped 
prepaid anywhere in the U.S.A. Full remittance 
must accompany order. 


PUBLISHERS’ AUTHORIZED 
BINDERY SERVICE 
(Binders of all Journals) 
5811 W. Division Street 
Chicago 51, Illinois 


TROUBLED TOES? 


TRY THE 
BALTOR 
BRACELET 
Patent No, 2471997 was granted to the Baltor Bracelet for 
DEVICES FOR STRAIGHTENING TOES. It will help 
to protect the integrity of the forefoot structure. 
BALTOR BRACELET 
3800 Poplar Ave., Brooklyn 24, N. Y. 


Out the Office and Back Again 
With a New Patient Go— 


FOOT FACTS 


P. whlications 
P. O. BOX 985 
MIAMI BEACH 39, FLORIDA 


H. C. GOLDBERG, M. D. 
DIPLOMATE AMERICAN BOARD OF DERMATOLOGY 


THE FUNGUS DIAGNOSTIC SERVICES 


FOR RAPID AND ACCURATE DETERMINATION OF THE PRESENCE OF FUNGUS INFECTION SIMPLY MAIL 
IN SKIN SCRAPINGS, BLISTER TOPS, OR NAIL CLIPPINGS. COLLECT ON, AND FOLD INTO A SHEET OF 
PAPER. EASIER THAN A BIOPSY, SURER THAN A GUESS. INQUIRIES INVITED. 


7 WATCHUNG AVENUE 
PLAINFIELD, N. J. 
PL 6-7645 
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Susceptibility factors play an important part in the occurrence and spread 
of athlete’s foot. With the advent of warm weather, individuals who have 
had the disease are prone to exhibit recurrences or reinfection. Frequently, 
this can be prevented by the continuous prophylactic use of Desenex 
preparations. 


Desenex: 


OINTMENT — POWDER 
SOLUTION 


fast relief from itching 
prompt antimycotic action 


continuing prophylaxis 


NIGHT and DAY treatment 


AT NIGHT — Desenex Ointment (zincundecate) 1 oz. tubes. — 


DURING THE DAY — Desenex Powder (zincundecate) — 114 oz. container. 
ALSO — Desenex Solution (undecylenic acid) — 2 fl. oz. bottles. 


In otomycosis — Desenex Solution or Ointment. 


Write for samples. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. © Belleville 9, N. J. 
PD-75 
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panthoderm 


in external ulcers 


(traumatic, diabetic, varicose, 

arterioscierotic) 
Varicose ulcer of 
ankle, large, d 


rofuse foul-smell- 
ing discharge 


of ulcer 
after treatment 
with Panthoderm 
Cream for 10 
weeks. 


Panthoderm Cream is soothing, biand, 
non-irritating ... clean, snow-white, non-staining; 
water-miscible, spreads readily; easily 

removed without injury to granulating tissues. 


quickly relieves pain, 
itching and inflammation 
2 oz. and 1 Ib. jars; 1 oz. tudes. 


1. Kline, P. R., and Caldwell, A.: 
New York St. J. M. May 1, 1952. 


2. Combes, F.C., and Zuckerman, R.: 
J. invest. Dermat. 16:379, 1951. 


3. Kline, P. R.: Current News in 


and virtually non-sensitizing Derm. & Syph., May 1952. 


samples and literature upon request 


u.s. vitamin corporation pHarmaceutica.s 


Arlington-Funk Laboratories, division ® 250 East 43rd Street, N. Y. 17, N. Y. 


| 
where other treatment fails 
cream 

| and as adjunct treatment — 

of calluses, heloma, ingrown 

nails, bunions, adhesive tape 

soothes, softens, lubricates 

non-toxic 

2 

ae. 
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